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ABSTRACT 
 
The purpose of the study was to explore and describe the experiences of male 
community service officers during midwifery clinical training. A qualitative, explorative, 
descriptive and contextual design was used in order to achieve the study objectives. 
Data was collected by means of semi-structured interviews. Data analysis elucidated 
analogous themes and categories which translated into the overall experiences of the 
participants. 
 
The study found that whilst the experience was described as beneficial, there were 
overwhelming challenges in providing intimate care to female clients, dealing with 
ethno-cultural aspects, meeting clinical practice requirements and the right to choose to 
be part of midwifery clinical training. 
 
Recommendations to nurse educators, clinical midwives and midwifery clinical 
supervisors with regard to better support for male nurses during midwifery clinical 
training emanated from the study findings. 
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CHAPTER 1 
 
Orientation to the study 
 
‘Being a nurse in the midwifery department is to make sure that there is a cry, a smile and a 
dance’ (Ngubane 2009:47) 
 
 
1.1 INTRODUCTION 
 
Midwives have been around since time immemorial. Midwives offer care to childbearing 
women during pregnancy, labour and birth, and during the post-partum period. They 
also help care for the newborn and assist the mother with breastfeeding.  
 
Midwives are mentioned in the book of Genesis, chapter 35, verse 17, in the Old 
Testament of the Bible (Holy Bible 1999:40). In ancient times and in primitive societies, 
the midwife’s work had a manual and a magical or mystical aspect. Consequently, 
midwives were sometimes revered and sometimes feared. In the 14th to 17th century 
midwives were feared because the religious authorities entrenched their image as 
witches (Kontoyannis & Katsetos 2011:32). Since women had no access to formal 
education, supernatural forces were thought to influence the practice of midwives 
(Achterberg 1990:42). In ancient Egypt between 1900 and 1550 BC, midwifery was a 
recognised female occupation (Towler & Bramall 1986:9). In Greco-Roman antiquity, 
midwifery was done by old women, who continued folk medicine traditions in the 
villages of the Roman Empire; trained midwives who gathered their knowledge from 
various sources, and highly trained women who were considered physicians (Flemming 
2000:359). 
 
For centuries, people regarded nursing as a job for women. Florence Nightingale’s 
contribution to the nursing profession helped perpetuate the perception that nursing 
care is provided by females. Books, movies and television programmes have largely 
portrayed nurses as female (and still do). 
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Over time, however, nursing and midwifery evolved to include males. Men gradually 
began challenging the notion that they were inappropriate in care giving roles or 
incapable of providing sensitive and compassionate care (Evans 2002:2). Gender 
stereotyping nevertheless created complex situations of acceptance, rejection and 
suspicion of men as nurturers and caregivers (Evans 2002:9). In Ireland, for example, 
male nurses experienced gender barriers in nurse education because clinical and 
theoretical programmes preparing male nurses for registration did not provide a suitable 
environment to attract, prepare and retain men for the nursing profession (Keogh & 
O’Lynn 2007:256). A study on the provision of intimate care to female patients in 
Australia found that the male participants felt isolated by the use of the term “Sister” 
when referring to nurses (Inoue, Chapman & Wynaden 2006:564). 
 
In South Africa, chapter 2 of the Constitution stipulates the upholding of gender equality 
at all times (South Africa 1996). Consequently, the percentage of male nurses has risen 
and continues to do so in the country.  In 2009, there were 7,451 registered male 
nurses and 3,825 male nurses in training (South African Nursing Council [SANC], 
2009). Today, it is common to see male nurses in labour wards and neonatal units in 
maternity departments. In terms of SANC Regulations R425 of 1985 and R2488 of 
1990, male nurses in midwifery clinical training are required to perform a host of clinical 
procedures on females, some of which can be very intrusive (SANC 1985, 1990). 
 
1.2 BACKGROUND TO THE STUDY 
 
The researcher has accompanied male nurses in the midwifery clinical setting and also 
been involved in practical examinations of male nurses that include specific clinical 
procedures in midwifery in order for them to be deemed competent. SANC Regulations 
govern the training of nurses.  SANC Regulation R425 (SANC 1985) refers to the 
minimum requirements for the education and guidance of students in the programme 
leading to registration as a nurse in general nursing, psychiatric nursing, community 
nursing and midwifery nursing. SANC Regulation R2488 (SANC 1990) refers to the 
conditions under which registered and enrolled midwives may carry out their profession.  
These regulations prescribe the basic clinical procedures, such as performing antenatal 
and pelvic assessments; recognising the different stages of labour; observing, 
monitoring and interpreting all stages of labour; delivery of infants; examination of the 
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placenta, and management of post-delivery complications including resuscitation of the 
newborn infant (SANC 1990, para 6[1], 7[1], 8[a]). 
 
In addition to the SANC regulations, the education and training of students in the 
Eastern Cape is also governed by the Education and Training of Nurses and Midwives 
Act, 4 of 2003. The male community service officers included in this study were guided 
by and functioned within the provisions of this Act. All education and training in the 
Eastern Cape is undertaken at a SANC accredited nursing college or campus. 
 
The student nurses are exposed to theoretical and clinical teaching as well as 
demonstration of all procedures by a registered nurse before they are expected to 
perform the procedures on patients. Their performance is then followed by evaluation 
for competency. Clinical evaluation is a process by which the evaluator judges students’ 
competencies in practice (Oermann & Gaberson 2009:249). The teaching and 
demonstration of midwifery procedures is done in a structured manner by a registered 
nurse educator or clinical facilitator and entails ongoing assessment and feedback until 
the student is deemed ready to be evaluated. The students are taught, monitored and 
evaluated in a clinical setting, such as the maternity department and neonatal unit of a 
hospital or an antenatal clinic where pregnant women are monitored. 
 
During accompaniment and examinations, the researcher noted that female students 
were more confident when performing procedures in the midwifery discipline than their 
male counterparts. The researcher’s personal experience, observation and examination 
of male nurses when performing clinical procedures in the discipline of midwifery raised 
the question of whether male nurses in midwifery clinical training faced particular 
challenges. The fact that male nurses experience difficulties in the midwifery discipline 
was validated by Inoue et al’s (2006:564) findings in Australia that providing intimate 
care to women clients was a challenging experience to male nurses and invoked 
negative feelings when the respondents had to invade the personal space of women 
clients. 
 
Stott (2006:326) refers to Wilson’s (2005) findings that several factors impeded male 
nurses from completing undergraduate nursing courses and, significantly, the 
respondents’ low self-confidence. In Ireland, Chessar-Smyth (2005:323) found that 
confidence was higher in participants with previous experience in health care. 
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Clients’ gender preference further contributes to a lack of confidence on the part of male 
nurses involved in midwifery care. In Jordan, Ahmad and Alasad (2007:241) found that 
gender preference was stronger amongst female than male clients. According to Ahmad 
and Alasad (2007:241), 68.7% of the respondents preferred female nurses. Morin, 
Patterson, Kurtz and Brzowski (1999:84) reported that mothers were not sure about 
what they regarded as acceptable male nurse care during and after birth. The women 
did not indicate clearly whether they were for or against care being provided by male 
nurses. At the same time, the male nurse respondents revealed that 88% of female 
clients indicated that they would experience anxiety if care was provided by a male 
nurse. The male nurses’ experiences therefore clearly indicated that the women in the 
study were uncomfortable with care being provided by male nurses. In Iraq, Lafta 
(2006:126) revealed that 73.2% of females preferred female gynaecologists. 
 
The foregoing findings led the researcher to believe that the care of female clients by 
male nurses may prove to be a challenging experience.  
 
1.3 RESEARCH PROBLEM 
 
Midwifery clinical training is part of an integrated course, namely a four-year diploma 
leading to registration in General, Psychiatric and Community Nursing, and Midwifery 
(SANC 1985, as amended). Admission to the course requires that all four disciplines be 
followed. There is therefore no choice of a particular diploma to follow. This raised the 
question in the researcher’s mind of whether, in fact, the male community service 
officers involved in the study would have chosen midwifery if they were given a choice 
upon entering the programme. 
 
During assessments the researcher had observed that not all male nurses were 
comfortable in performing clinical procedures in the midwifery discipline. On one 
occasion, for example, a woman refused to allow a male nurse to perform a procedure 
on her. In addition, the researcher’s random informal interviewing of male nurses in 
midwifery clinical training revealed a general reluctance to perform clinical procedures in 
the midwifery discipline. The interviewees cited too much contact with blood during 
delivery; foul odours when handling placentas, and being afraid to attempt resuscitation 
of a newborn infant. 
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Not many male nurses practise in the discipline of midwifery after training. In Canada, 
for instance, Evans (2002:6) found that male participants accepted positions that 
required less intimate patient touching like in Psychiatry, in order to escape high stress 
medical or surgical nursing or hostile nurses and physicians. In the present study, the 
male community service officers had all completed training in the diploma programme 
leading to Registration as a Nurse (General, Psychiatric and Community) and Midwife 
offered at an Eastern Cape Nursing Campus accredited by the SANC in 2004 to provide 
the programme. The male nurses involved in this study in 2011, were all serving a 12-
month SANC prescribed community service period although the study focused on the 
time that the participants were in midwifery clinical training, namely between 2009 and 
2010. Several of the male community service officers came from a Xhosa cultural 
background, which considers the practices involved in midwifery as strictly a female 
domain. The researcher learnt from several colleagues that in Xhosa culture, it is taboo 
for men to be around women when they are in labour, and they are only allowed to be 
with the women after the newborn infant’s umbilical cord has fallen off. 
 
1.4 PURPOSE OF THE STUDY 
 
The purpose of the study was to explore and describe the experiences of male 
community service officers during midwifery clinical training. 
 
1.4.1 Objectives 
 
The objectives of the study were to: 
 
• Explore and describe the experiences of male community service officers during 
midwifery clinical training. 
• Determine challenges experienced by the participants during the midwifery 
clinical training. 
• Formulate recommendations to nurse educators, clinical midwives and midwifery 
clinical supervisors to better support male nurses in midwifery clinical training. 
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1.4.2 Research questions 
 
In order to achieve the objectives, the study wished to answer the following questions: 
 
• What were the experiences of male community service officers during midwifery 
clinical training? 
• What challenges were faced by male community service officers during midwifery 
training? 
• What recommendations can be made to support male nurses in midwifery clinical 
training? 
 
1.5 RESEARCH SETTING  
 
A setting is the location where a study is conducted (Burns & Grove 2009:35). This 
study was conducted in the maternity department of a regional hospital in the Eastern 
Cape, South Africa where the male community service officers had to perform clinical 
procedures as part of midwifery clinical training. This department includes labour wards, 
ante-natal wards, post-natal wards and neonatal wards. The regional hospital is situated 
in the Nelson Mandela Bay District of Port Elizabeth, which is one of seven (7) official 
districts in the Eastern Cape. Midwifery training is offered by one nursing college and 
one university situated in the Nelson Mandela Bay District of Port Elizabeth. The 
respondents were asked to describe their experiences of assignments to these wards 
as part of midwifery clinical training. Figure 1.1 depicts a map of the Eastern Cape 
indicating Port Elizabeth.   
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Figure 1.1 Map of the Eastern Cape 
(Map of Eastern Cape, South Africa 2011) 
 
 
1.6 SIGNIFICANCE OF THE STUDY 
 
The study was expected to provide deeper insight into male nurses’ experiences during 
midwifery clinical training and the challenges they face; assist in the provision of better 
support for male nurses in midwifery clinical training, and help improve relationships 
between male nurses and patients in labour rooms and maternity wards. Moreover, the 
findings would contribute to nursing knowledge and provide direction for further 
research. 
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1.7 SCOPE OF THE STUDY 
 
The purpose of the study, namely to explore and describe the experiences of male 
community service officers during midwifery clinical training, can be regarded as very 
broad in scope. Burns and Grove (2009:361) refer to Morse’s statement that a study 
with a broad purpose requires greater sampling of participants. In this study, the sample 
consisted of only 11 male community service officers accessible to the researcher. 
Therefore, the study was of limited scope.  
 
1.8 FOUNDATIONS OF THE STUDY 
 
The foundations of a study refer to the philosophical base, concepts, and theories 
utilised. This study was based on meta-theoretical assumptions. Meta-theory refers to 
the theory of theories (Chinn & Kruger 2008:299). Epistemological, ontological and 
methodological assumptions were employed in the study. 
 
1.8.1 Epistemological  
 
Epistemic is derived from the Greek word ‘episteme’, which means truthful knowledge 
(Babbie & Mouton 2007:8). Epistemology is therefore concerned with what the truth is, 
what type of truth exists, how truthful knowledge is generated, and how valid knowledge 
gained is. In order to achieve this, there must be a relationship between the interviewer 
and the study participants for truthful knowledge to be obtained. In this study, truthful 
knowledge about the experiences of male community service officers in the 
performance of procedures during midwifery clinical training was explored and 
described. 
 
1.8.2 Ontological  
 
Ontology is a branch of philosophy that is concerned with the problem of determining 
the ultimate nature of things, so that when one speaks of facts, one is able to state what 
exists or does not exist in the world (Stinchcombe 2005:6). In this study, the researcher, 
attempted to accurately explore and describe the reality of the experiences of male 
community service officers during midwifery clinical training.  
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1.8.3 Methodological  
 
Methodological assumptions are inductive processes that focus on emerging 
interpretations grounded in participants’ experiences entirely (Polit, Beck & Hungler 
2005:13). The researcher’s own interpretation therefore plays a role, which, in turn, 
could involve an element of subjectivity. For the purposes of this study, an interpretive 
methodological approach was used to enable the researcher to obtain insight into the 
respondents’ actual experiences during midwifery clinical training.  
 
1.9 RESEARCH DESIGN 
 
A qualitative, explorative, descriptive and contextual design was used in order to 
achieve the study objectives. Burns and Grove (2009:23) characterise qualitative 
research as focusing on meaning and understanding of a phenomenon to form a basis 
of knowing. Burns and Grove (2009:237) add that a qualitative design strives to provide 
a picture or version of a situation as it naturally takes place. This approach enabled the 
researcher to observe and learn about the respondents’ real experiences during 
midwifery clinical training.  
 
1.9.1 Explorative  
 
Explorative research is typical when a researcher examines a new interest, or when the 
subject of study is relatively new (Babbie & Mouton 2007:79). The researcher aimed to 
explore the lived experiences of male community service officers during midwifery 
clinical training, with the intention of obtaining new information and knowledge. The 
researcher was motivated by the fact that little research has been conducted on this 
topic (Inoue et al 2006:559; Morin et al 1999:84).  
 
1.9.2 Descriptive  
 
The purpose of descriptive research is to explore and describe phenomena in real-life 
situations (Burns & Grove 2009:45). This study wished to explore and describe the real-
life experiences of male community service officers during midwifery clinical training. 
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1.9.3 Contextual  
 
The aim of qualitative research is to understand and describe events within the 
concrete, natural context in which they occur (Babbie & Mouton 2007:272). Qualitative 
researchers maintain that it is the whole context and how it provides meaning to certain 
situations that allows one to understand.  The immediate, specific and meta contexts 
were included in this study.  
 
• Immediate: The immediate context refers to the physical environment in which 
the experience takes place (Du Plessis 2006:23). The participants described their 
experiences in midwifery clinical training in relation to all the maternity 
departments to which they were allocated. 
 
• Specific:  Specific context is influenced by various factors like time of day and 
change in environment (Du Plessis 2006:23). In the exploration and description 
of the participants’ experiences during midwifery clinical training, this study 
included factors such as time of day that the student was subjected to clinical 
training, patient availability and receptiveness to male nurses, as well as learning 
experience availability.  
 
• Meta: Meta context refers to descriptions of connections in the social structure 
and the participants involved in the study (Du Plessis 2006:23). The male 
community service officers involved in the study represented different races and 
embraced different cultures, traditions and belief systems. The racial makeup of 
the participants consisted of White, Coloured and Black.  The Black male 
participants embraced a Xhosa culture whilst the White and Coloured male 
participants indicated no clear or distinct culture. These factors influenced the 
midwifery clinical training experiences of the male community service officers 
involved in this study (see chapter 4). 
 
1.10 RESEARCH METHODOLOGY 
 
Burns and Grove (2009:22) refer to Kaplan’s description of research methodology as 
“procedures that scientists have used in the past, are currently using and will still use in 
the future. Methodology is not static but it is an evolving process. A researcher may 
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therefore, develop a novel research method at any given time.” The research 
methodology in this study included population, sample, and data collection and analysis. 
 
1.10.1 Population and sample  
 
The population chosen for the purposes of the study included male nurses who were 
serving a twelve month community service period after completing the 4 year Diploma 
leading to registration with SANC as a nurse in General Nursing, Community Nursing 
Psychiatry and Midwifery. The study aimed to generalise findings only to the male 
nurses included in the study. 
 
The target population is the entire population that the researcher is interested in and the 
accessible population is a part of the entire population that is accessible to the 
researcher and can be used as participants in a study (Polit et al 2005:234). The 
researcher was interested in the experiences of all male nurses in midwifery clinical 
training in South Africa, but only had access to male nurses who had successfully 
completed midwifery clinical training at an Eastern Cape nursing campus.  
 
The researcher used purposive sampling in order to achieve the study objectives. 
According to De Vos, Strydom, Fouché and Delport (2005:328), purposive sampling 
“entails first taking the population parameters into consideration and then basing the 
sample on these parameters. The purpose of taking the parameters into consideration 
is to enable the researcher to select the sample on the basis of own knowledge of the 
population, thereby ensuring that a sample that is rich in information is included.” The 
researcher, therefore, consciously selected a sample based on her knowledge of the 
participants’ midwifery clinical training aspects.  
 
1.10.2 Data collection 
 
A qualitative approach to data collection was undertaken to enable the researcher to 
understand and comprehensively describe the lived experiences of male community 
service officers during midwifery clinical training.  In qualitative studies, interviewing is 
the main means of gathering information (De Vos et al 2005:87). The researcher 
personally conducted semi-structured interviews using an interview guide at a private 
venue situated away from the clinical midwifery training setting in order for the 
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participants to feel more relaxed during the interview sessions. A tape recorder was 
used during data collection. Data was collected until saturation occurred or no new 
information surfaced. 
 
1.10.3 Data analysis 
 
De Vos et al (2005:33) refer to data analysis as systematically going through all 
collected data in order to facilitate the organisation of data so that meaning can be 
attributed to it.  The researcher transcribed the tape-recorded interviews verbatim and 
read the transcriptions repeatedly in order to facilitate the arrangement of the data so 
that meaning could be ascribed to it. Thematic content analysis was used to identify 
themes, categories, constructs, words, phrases and terms central to the research topic 
as qualitative data analysis usually begins with a search for themes or recurring 
regularities (Polit et al 2005:388). Chapter 3 describes the data analysis in detail. 
 
1.11 VALIDITY AND RELIABILITY 
 
The quality of a research instrument is determined by its validity and reliability. Validity 
is the degree to which an instrument measures what it is supposed to measure. 
Reliability is the degree of consistency or dependability with which the instrument 
measures the attribute it is designed to measure. If the instrument is reliable, the results 
will be the same each time the test is repeated (Polit et al 2005:388).  
In order to overcome bias and ensure objectivity, the researcher adopted the following 
measures to ensure validity: trustworthiness, credibility, dependability, transferability 
and confirmability (Burns & Grove 2009:292; Krefting 1991:215) (see chapter 3). 
 
1.11.1 Trustworthiness 
 
Trustworthiness is the process whereby the researcher confirms that the findings 
accurately reflect the respondents’ experiences and views and not the researcher’s 
perceptions. This was done by tape-recording the interviews (Polit et al 2005:312). 
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1.11.2 Credibility 
 
Credibility is concerned with how confident one is regarding the truth value of data (Polit 
et al 2005:312). Krefting (1991:215) emphasises that credibility ensures truth value. The 
study wished to explore and determine the respondents’ true experiences during 
midwifery clinical training. Accordingly, the researcher conducted in-depth interviews 
until data saturation was reached, capturing rich data, allowing for peer debriefing, and 
implementing member checking. 
 
1.11.3 Transferability 
 
Transferability is the standard of judgement used against which applicability can be 
measured (Krefting 1991:216).  Babbie and Mouton (2007:277) refer to transferability as 
“the extent to which the findings of a study can be applied to other contexts, situations, 
or respondents”. In this study, the researcher selected information-rich participants, 
collected data until saturation was reached and provided dense descriptions of the data 
including verbatim quotations in order to enhance transferability of the study. In spite of 
this, however, the study findings cannot be transferred or generalised to all male nurses 
in midwifery clinical training because of the limited sample. 
 
1.11.4 Dependability 
 
Dependability refers to how stable or consistent data is over time and over conditions 
(Polit et al 2005:315). De Vos et al (2005:346) state that dependability is the alternative 
to reliability where the researcher attempts to account for changing conditions in the 
subject chosen for the study as well as changes in  the design brought about by a better 
understanding of the setting. This study made use of a dependability inquiry audit in 
order to enhance dependability. 
 
1.11.5 Confirmability 
 
Guba (cited in De Vos et al 2005:347) emphasises that one should ask whether the 
findings of one study can be confirmed by another study. Confirmability refers to 
establishing how objective or neutral data is in order that two or more independent 
people agree on the relevance and meaning of the data (Polit et al 2005:315). The 
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researcher focused on data neutrality and not personal judgements and was open to the 
participants’ perceptions. An inquiry audit was also used to enhance confirmability. To 
this effect, two study supervisors were involved in the data analysis.  
 
1.12 ETHICAL CONSIDERATIONS 
 
Ethics deals with matters of right and wrong. Fox and Bayat (2007:148) emphasise that 
ethics must be considered when research directly involves people. Ethical guidelines 
serve as standards and a basis on which researchers evaluate their own research 
conduct. As this study involved an intrusion into the lives of male community service 
officers, the researcher maintained the ethical principles relating to protection of the 
rights of the institution, the participants, and research or scientific integrity (see chapter 
3).  
 
1.12.1 Protecting the rights of the institution 
 
The researcher protected the rights of the institution by obtaining permission to conduct 
the study from the Ethics Committee of the University of South Africa; the Head of the 
Central College in Bhisho; the Principal of the nursing campus, and the President of the 
Student Representative Council (SRC) of the Eastern Cape nursing campus.  
 
1.12.2 Protecting the rights of the participants 
 
The researcher protected the rights of the participants by explaining the purpose and 
significance of the study to the respondents before obtaining written informed consent 
from them. The respondents were assured of confidentiality and anonymity, and 
informed that participation was voluntary and they could withdraw from the study at any 
time, if they so wished. Confidentiality was assured by not linking inputs to individual 
respondents (Streubert & Carpenter 1999:38). 
 
1.12.3 Scientific integrity 
 
The researcher ensured the scientific integrity of the study by no fabrication, falsification 
or forging of information; presenting a true reflection of the results and findings, and 
acknowledging all sources of information (Brink, Van Der Walt & Van Rensburg 
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2006:40). Scientific honesty on the part of the researcher was ensured through 
establishing a relationship of trust with the respondents (Streubert & Carpenter 1999:36, 
37). The researcher endeavoured to keep presuppositions or personal biases set aside 
throughout the investigation.  
 
1.13 DEFINITION OF KEY TERMS 
 
For the purposes of this study, the following terms were used as defined below: 
 
• Male nurse 
 
The Nursing Act, 33 of 2005 (South Africa 2005:6) defines a [male] nurse is as a person 
registered to practise nursing or midwifery.  
 
• Midwifery 
 
Midwifery refers to a caring profession practised by persons registered under the 
Nursing Act, which supports and assists the mother and the baby to achieve and 
maintain optimum health during pregnancy, all stages of labour and the puerperium 
(South Africa 2005:6). The International Confederation of Midwives (2002:10) describes 
midwifery as “a practice that includes the autonomous care of the girl-child, the 
adolescent and the adult woman prior to, during and following pregnancy”.   
 
• Clinical midwife 
 
A clinical midwife focuses on assisting women through the entire pregnancy, labour, 
birth and the early weeks of their babies’ lives (Phiri 2011:11). 
 
• Midwifery clinical supervisor 
 
A [midwifery] clinical supervisor “enables the growth and development, into a competent 
independent practitioner, of a student who has been assigned to the unit for specific 
clinical learning experiences” (Bruce, Kloppper & Mellish 2011:257). 
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• Nurse educator 
 
A nurse educator “focuses on the education and training of nursing students to become 
competent qualified nurse professionals” (Bruce et al 2011:14). 
 
• Community service officer 
 
A community service officer refers to “a person who is a citizen of South Africa intending 
to register for the first time to practise as a professional in a prescribed category who 
must perform remunerated community service for a period of one year at a public health 
facility” (South Africa 2005:40). 
 
• Discipline 
 
Chambers English Dictionary (2006:427) defines a discipline as “a branch of learning or 
a field of study subject to order and control”. In this study, discipline refers to midwifery 
as the field of study in the four-year nursing integrated course which is controlled by 
legislation (Acts) and SANC Regulations. 
 
• Clinical training 
 
Clinical training refers to that content of nurse [training], related to “the direct, hands-on 
nursing care and treatment of the patient in accordance with specific diagnosed nursing 
needs and other prescriptions for treatment” (Kotze 1998:9). Finkelman and Kenner 
(2010:535) describe training as “observation and treatment of patients in a variety of 
settings for the purpose of education and development of clinical competencies”.  
 
• Four-year nursing integrated diploma course 
 
A four-year nursing integrated diploma course refers to a four-year programme leading 
to registration as a Nurse (General, Psychiatric and Community) and Midwife (SANC 
2010). 
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• Accredited Nursing School 
 
An accredited nursing school is “a school which has been granted accreditation or 
approval for the school and its educational programmes from the South African Nursing 
Council” (Kotze 2000:31). 
 
• Experience 
 
An experience refers to an event or occurrence which leaves an impression on one 
(South African Concise Oxford Dictionary 2002:406). An experience is something that 
that happens to a person, which is seen, felt, done or lived through (World Book 
Millennium 2000:749). In this study, experience refers to the observations, deeds and 
feelings of male nurses with regard to midwifery clinical training.  
 
• Accompaniment 
 
Accompany means “to go with, travel with, keep someone company, tag along with, 
partner, escort, chaperone, attend, show, usher or conduct” (Concise Oxford Thesaurus 
2002:8). In the nursing and midwifery context, accompaniment refers to a structured 
process that involves directed assistance and support to the learner student by a nurse 
educator [and clinical facilitator] at a clinical facility to ensure the achievement of 
learning outcomes (SANC 2011:4). 
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1.14 OUTLINE OF THE STUDY 
 
Figure 1.2 illustrates the chapters of the dissertation: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1.2 Outline of the study 
  
 
1.15 CONCLUSION 
 
This chapter briefly outlined the background to, purpose and objectives of the study, the 
research design and methodology, including population, sample, data collection and 
analysis, and ethical considerations; defined key terms, and presented a layout of the 
study. 
 
Chapter 2 describes the literature review conducted for the study. 
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CHAPTER 2 
 
Literature review  
 
 
2.1 INTRODUCTION 
 
Chapter 1 discussed the orientation to the study. This chapter describes the literature 
review conducted for the study. A literature review is a systematic search to determine 
the status of and identify possible gaps in the existing body of knowledge relating to the 
proposed topic under study.  
 
2.2 PURPOSE OF THE LITERATURE REVIEW 
 
The purpose of a literature review is “to determine the extent to which the topic under 
study is covered in the existing body of knowledge” (Babbie & Mouton 2007:565). Fox 
and Bayat (2007:49) state that the purpose of conducting a literature review is to 
determine the status of the existing body of knowledge relating to the research topic as 
well as whether or not there are gaps in the knowledge base. 
 
This study wished to establish what knowledge exists on the experiences of male 
community service officers during midwifery clinical training and whether there are gaps 
in the current knowledge on these experiences. The literature review covered concepts, 
theories, definitions, books, journals, Government publications and the Internet (Gray 
2009:183). 
 
2.3 THE MEANING OF MIDWIFERY 
 
In order to shed light on the meaning of midwifery, the researcher focused on midwifery 
as a science and an art (Bennet & Brown 2001:3).  
 
2.3.1 Midwifery as a science 
 
Midwifery is regarded as a science because it requires the systematic application of 
knowledge (Ayo 2006:22). Burns and Grove (2009:7) emphasise that the ultimate goal 
 
20 
of science is to explain the real and practical world. To accomplish this goal, scientists 
must discover new knowledge, expand on existing knowledge and reaffirm previously 
held knowledge in a particular field. The researcher focused on gaining new knowledge, 
as well as enriching and reaffirming existing knowledge with regard to the real or lived 
experiences of male community service officers during midwifery clinical training.  
 
2.3.2 Midwifery as an art 
 
An art is a skill acquired by experience, study or observation (Merriam-Webster’s 
Collegiate Dictionary 2006, sv “art”). Bennet and Brown (2001:3) refer to midwifery as 
an art because it “requires the midwife to be able to understand the needs and promote 
the confidence of the women in her care”. In midwifery practice, in addition to providing 
midwifery care, midwives need to care for women’s social and psychological needs 
before, during or after birth.  In order to deal with these needs, midwives decide on and 
apply their skills learnt from the discipline of midwifery. The application of skills is what 
qualifies midwifery to be classified as an art (Mellish & Paton 2005:5).   
 
2.4 HISTORY OF MIDWIFERY 
 
2.4.1 Early history  
 
Midwives have been around since time immemorial. In ancient times and in primitive 
societies, the midwife’s work had a manual or technical and a magical or mystical 
aspect. Although childbirth and all that goes with it was a natural part of life of primitive 
women, it was shrouded in mystery and thought to be associated with gods and 
goddesses who had influence over fertility and childbirth (Mellish & Paton 2005:49). 
Consequently, midwives were sometimes revered and sometimes feared. Since women 
had no access to formal education, supernatural forces were thought to influence the 
practice of midwives (Achterberg 1990:42). According to Fortunato (2010:1), in early 
times, nursing care to the sick was mainly provided by slaves, destitute women or 
prostitutes. 
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In ancient Egypt between 1900 and 1550 BC, midwifery was a recognised female 
occupation (Towler & Bramall 1986:9). In Greco-Roman antiquity, midwifery was done 
by old women, who continued folk medicine traditions in the villages of the Roman 
Empire; trained midwives who gathered their knowledge from various sources, and 
highly trained women who were considered physicians (Flemming 2000:359). 
 
In the Roman West, funeral epitaphs appear to indicate that midwifery was not a 
profession practised by freeborn women. Midwives were valued and earned enough 
income to gain their freedom. Slave girls may have been apprenticed and mothers 
probably trained their daughters (French 1986:69-84). 
 
2.4.2 Hippocratic period 
 
In ancient Greece, midwifery remained a women’s domain and midwives were required 
to have had children themselves. Midwives were paid for their services and strict laws 
controlled their practice. Even in these early times there was fierce competition between 
midwives (females) and physicians (males). Between 460 and 370 BC, during the 
Hippocratic era, midwives in Athens were required to have had children themselves 
(Mellish & Paton 2005:49). Around 300 BC, Agnodice, who became known as the 
midwife of Athens, disguised herself as a man and studied midwifery under Herophilus, 
a respected physician and anatomist because men were formally educated (Towler & 
Bramall 1986:11). Agnodice’s midwifery practices later spread to many European 
countries. Male physicians played the major role in midwifery in the Hippocratic period, 
and acceptance of female midwives became a reality through the efforts of Agnodice.  
 
2.4.3 Indian and Arab culture 
 
The first nursing school in India was established around 250 BC and no women were 
allowed into this school as females were considered less pure than males (Fortunato 
2010:1). Males performed a variety of basic nursing care duties, such as bathing, 
cooking, taking patients for a walk, or massaging aching body parts (Fortunato 2010:1). 
Similarly, in Arab culture, females were considered incapable of providing nursing care. 
In times of war, it was the military men who cared for the ailing and wounded soldiers 
(Fortunato 2010:1).  
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2.4.4 Medieval times 
 
In medieval times (1-1500 AD), also called the Middle Ages, the spread of Christianity 
greatly influenced nursing care and midwifery. The need for midwives to be educated 
was recognised. 
 
In the third century AD, nursing duties also involved men (Ryan 2011:1). According to 
Ozdemir, Akansel and Tunk (2008:154), men’s position in taking care of patients and 
being in the health care industry all around the world is not new and goes far back to 
medieval times.  During the middle ages, religious organisations were the main 
providers of care.  Females were allowed to care only for female patients and strictly 
male nurses provided care to male patients (Fortunato 2010:1). Moreover, males 
continued to be the chief providers of basic nursing care and during this time Juan de 
Mena, the first male nurse, was identified in what is now known as the United States of 
America (Ryan 2011:1). 
 
2.4.5 Modern period 
 
In Europe, midwifery began to change from a female skill to a male occupation in the 
early modern period.  The shift started in 1522 and was a difficult one. A contributing 
factor to the shift from female to male midwives was Louis XIV’s use of male midwives 
to deliver his illegitimate children, thereby popularising the use of male midwives 
(Nelson 2008:1). Further contributions that led to male midwives becoming popular 
were a rapid population boom in Europe and the medicalisation and subsequent 
masculinisation of childbirth (Nelson 2008:1).  
 
After centuries of women-only births, male midwifery started in England in the early 
1700s. Male midwives were male doctors who managed births instead of female 
midwives and were known as ‘he-midwives’ or accoucheurs (Donnison 1988:3).  This 
came about as a result of university graduates being trained in modern anatomy, 
becoming more confident, and having a monopoly on medical tools.  Men were more 
formally trained than women and women were not allowed to have medical tools 
(Nelson 1990:1). 
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Between 1770 and 1820, upper-class women in American cities shifted towards male 
midwives or physicians (Fife 2004:186). Changing conditions in urban life, new 
perceptions of women, and advances in medical science led to an increasing perception 
of birth as a medical problem that should be managed by physicians. At the same time, 
women lost their position of assisting at childbirth because medical training was 
restricted to men. Nevertheless, male midwives (physicians) did not extend their 
services to lower-class women, black women or immigrants. Consequently, midwives 
continued to care for these women during the nineteenth century (Nelson 1990:1; 
2008:4). 
 
2.5 MIDWIFERY IN SOUTH AFRICA 
 
In South Africa, midwifery has been recognised as a profession since 1810 (Young, Van 
Niekerk & Mogotlane 2007:6). There have always been males in nursing in South 
Africa, and for much of the twentieth century they carried the main burden of nursing in 
the mine hospitals especially Black mine hospitals where female nurses have only been 
admitted since the 1970s (Marks 2000:1).  
 
2.5.1 Indigenous people  
 
The indigenous Black population was and still is served by traditional healers and 
traditional birth attendants. However, some of the healers and birth attendants’ practices 
were primitive and hazardous. In addition, location and tribal norms influenced the 
management of the umbilical cord, placenta and the puerperium, which is the period 
immediately following birth for up to six weeks. This management of the umbilical cord, 
placenta and the puerperium led to a high maternal and infant mortality rate because 
there was a general lack of knowledge regarding childbirth (Mellish & Paton 2005:52).  
 
2.5.2 European settlement and occupation 
 
Records of birth practices commenced in the seventeenth century when Dutch 
Caucasian immigrants started to settle in the Cape of Good Hope, South Africa. When 
Van Riebeeck landed in the Cape in 1652, official midwives were appointed and 
controlled in terms of the policy of the Dutch East India Company (Mellish & Paton 
2005:52). The Dutch East India Company had regulations governing the practice of 
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midwifery in the Cape but did not appoint sworn midwives until much later (Sellers 
2007:xiiv). Assistance to pregnant women was mainly provided in the homes of the 
settlers as well as slave lodges in Cape Town (Mellish & Paton 2005:52).  Jan van 
Riebeeck first described the birthing process of unattended Koi women in 1654 (Mellish 
& Paton 2005:52). 
 
British occupation of the Cape Colony in 1795 and again in 1806 severely disorganised 
the way the Cape was governed (Deacon 1998:271). The occupational interchange 
between the British and the Dutch undermined the manner in which health, including 
midwifery, was practised.  Sellers (2007:xiv) points out that there was little development 
and training in midwifery in South Africa until Leishing, a surgeon, recommended that a 
midwifery school be established in 1808. According to Deacon (1998:271), prior to 
1860, in the Cape, man midwives practised mainly in the urban areas whereas female 
midwives served the indigenous Black population. 
 
2.5.3 Midwifery training in South Africa 
 
In South Africa, post-basic courses including midwifery were introduced in 1922 (Searle 
2007:11). In order to be admitted to the course, a candidate had to have completed a 
basic three-year diploma in general nursing science and, following this, if desired, enrol 
for a further one-year diploma course in Midwifery Nursing Science, Community Nursing 
Science or Psychiatric Nursing Science. In 1975, the SANC introduced a two-year 
midwifery programme, which has since been abolished. South Africa was originally 
divided into four provinces, but after 1994 was divided into nine provinces and midwifery 
training is done in all provinces. Today, however, nursing and midwifery training have 
evolved so that the practitioners and practice of midwifery is limited to specific 
individuals and the training is regulated by the SANC. Only persons registered with the 
SANC as students in the programme leading to registration as a nurse (general, 
psychiatric, community) and midwife (R425 of 1985), as well as persons who have met 
the requirements under which registered and enrolled midwives may carry out their 
profession, may practise midwifery in South Africa (R2488 of 1990).  
 
This study focused on male community service officers who had successfully completed 
the SANC programme leading to registration as a nurse (general, psychiatric, 
community) and midwife.  
 
25 
 
In accordance with SANC Regulation (R425 of 1985), the prescribed scope of practice 
of student midwives is limited to the following clinical training procedures for which 
clinical competence is an SANC prerequisite: 
 
• Carry out the comprehensive ante-natal assessment and care of at least 30 
pregnant women and record all relevant information. 
• Carry out pelvic assessments of women with first pregnancies or at the onset of 
labour where pelvic disproportion is suspected, the findings of which must be 
checked by a registered midwife or medical practitioner. 
• Recognise the different stages of labour. 
• Critically observe, monitor and interpret the findings in the course of all stages of 
labour, and provide appropriate nursing, including the provision of pain relief, in 
order to ensure the safety of mother and child throughout. The findings must be 
checked by a registered midwife or medical practitioner. 
• Deliver at least 15 patients and conduct the second and third stages of labour of 
at least five patients. 
• Master the skill needed for cutting an episiotomy to prevent a severe tear of the 
perineum or complication relating to the child, provided the head of the child is 
distending the perineum. 
• Administer local anaesthetic, excluding pudendal block and epidural anaesthesia, 
and suturing of first- and second-degree tears and episiotomies. 
• Post-natal assistance of the mother with exercises, care of herself and the child 
during the puerperium, recognising signs of ill health in her child, breast feeding, 
artificial feeding including oral rehydration for her child, and understanding the 
necessity for immunisation. 
• Present a comprehensive patient study based on a mother and patient nursed. 
• Carry out post-natal assessments of mothers and babies during routine post- 
natal visits to promote the health of both mother and baby. A comprehensive 
assessment of the development of infants is also required. 
 
In addition to these skills, the student midwife must be able to recognise and take 
appropriate action at all times to handle complications. This includes prompt referral to a 
midwife specialist or medical practitioner. The student must also be able to assist in the 
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carrying out of common obstetrical interventions such as induction of labour and 
vacuum extraction. 
 
2.5.4 Midwifery training in the Eastern Cape 
 
In this study, the male community services officers during midwifery clinical training 
formed part of an SANC training programme leading to registration as a nurse (general, 
psychiatric, community) and midwife in accordance with SANC (R425 of 1985). The 
Eastern Cape Department of Health (2009) stipulates the following for the recruitment 
and selection of students in order to qualify for admission to the programme: 
 
• Candidates must have a valid Grade 12 certificate or its equivalent including 
recognition of prior learning.  
•  20% of candidates must currently be in Grade 12 and must produce the March 
report for Grade11.  Of the 20% of candidates, 5% should be male. 
•  40% of candidates must have at least a D aggregate or matriculation exemption 
in the old Grade 12 certificate. 10% of the candidates will be male. 
• 40% of candidates must meet the minimum requirements for admission to a 
Bachelor’s degree or diploma for the new Grade 12 certificate. 
• English and Biology (Life Sciences) must be passed with at least an E symbol 
(Standard Grade or Higher Grade) for the old Grade12 certificate or obtain a 3 
and above for the new Grade 12 certificates. 
• An age limit of 17 to 35 years for new recruits, and up to 45 years for persons 
already employed in the health sector. 
• Candidates must be from the Eastern Cape Province of South Africa and 
proportioning will be done according to the makeup of the population, namely 
57% from the Black, 28% from the Coloured, 10% from the White and 5% from 
the Asian population(Eastern Province Health Department: Lilitha College of 
Nursing Recruitment and Selection Policy 2009). 
 
To date, these are the only criteria to be met. The Department is currently in the 
process of introducing a point system that will be used for qualification for future nurse 
training programmes. 
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2.6 CLINICAL TRAINING FOR STUDENT MIDWIVES 
 
A midwifery programme is unlike previous or other educational experiences. In addition 
to the usual theory-related educational experience, midwifery also comprises important 
clinical skills or “hands on” components. A study in Tanzania found that 94% of student 
midwives emphasised that participation in clinical practice is important (Ayo 2006:107). 
Finkelman and Kenner (2010:42) stress that competencies need to be developed in 
order for a student midwife to provide safe, quality care to patients and the community 
at large. In South Africa, the SANC provides for this by its Regulations. Besides 
traditional didactic learning experiences through face-to-face presentations or cyber 
education, nursing and midwifery education also depend immensely on practice in a 
clinical laboratory by way of simulation as well as in clinical settings with patients 
(Finkelman & Kenner 2010:42).  
 
2.6.1 Simulation learning for midwifery practice 
 
A clinical laboratory is a classroom designed to resemble a hospital setting with beds, or 
a procedure or operating room and is situated in a hospital setting or on the premises of 
a nursing education institution (Finkelman & Kenner 2010:42). In this study, the 
respondents were exposed to both these contexts. In midwifery clinical training, various 
skills in midwifery are demonstrated before proficiency assessments take place. The 
clinical laboratory is kitted out with equipment and healthcare supplies used for practice 
in the actual healthcare setting. Nursing Colleges in the Eastern Cape determine the 
exact time that the student midwife will be allocated to the clinical laboratory for training. 
It is pre-planned in accordance with the academic year plan and the student midwives 
would have received prior theoretical education or been asked to do an assignment, 
view a video or complete an online learning activity regarding the clinical training that 
will be presented. Examples of such training are: conducting an antenatal assessment 
or vaginal examination on a patient to ensure that the training that occurs in the clinical 
laboratory is more effective and meaningful. 
 
In the Western Cape, Jeggels, Traut and Kwast (2010:58) found that skills development 
conducted in a clinical laboratory facilitated the development of excellence in spite of an 
increase in student numbers, limited clinical learning opportunities, and inadequate 
clinical skills development support in the service settings.  
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Finkelman and Kenner (2010:43) describe simulation as an endeavour to reproduce 
most aspects that are considered essential to have in a clinical setting to facilitate that it 
be more readily understood and managed when it occurs in the real clinical 
surroundings. In addition, Finkelman and Kenner (2010:43) emphasise that simulation 
plays a crucial role in the development of competencies since working directly with 
patients bears a risk. This is especially relevant to the practice of midwifery since the 
lives of both mother and infant may be at risk. Simulation also facilitates the process of 
becoming more adept and self-confident when performing clinical procedures.  
 
2.6.2 Clinical experiences for midwifery practice 
 
As mentioned in section 2.2.2, midwifery is an art therefore every student in a midwifery 
programme will be exposed to clinical experiences. Moreover, for midwifery students to 
render safe practice to live patients, as required by the SANC, they have to be 
professionally supported and guided along the road to becoming competent 
practitioners. Schmidt and Brown (2009:324) point out that several professional 
associations have developed clinical practice guidelines for use in clinical settings. 
 
Searle (2007:139) maintains that both the recipient of care as well as the family 
experience the way in which nursing [and midwifery] is practised. For this reason, then, 
students need to plan midwifery clinical care before the actual care is provided by going 
to the clinical situation a day before the scheduled plan of action (Finkelman & Kenner 
2010:45). Furthermore, student midwives should ensure that all resources required for 
practice are in place prior to the planned care. 
 
Student midwives’ exposure to learning experiences is determined before they enter the 
academic programme and is regulated by the SANC and the nursing school so that 
when a certain theoretical level in their training is reached, the students must be 
deemed competent to perform a certain skill. For example, student midwives should be 
competent in the monitoring of a woman in labour before they can actually deliver the 
baby. This is according to the sequence of natural progression of the student midwife as 
outlined in the guidelines formulated by the National Department of Health (2007:32).  
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2.7 CLINICAL LEARNING ENVIRONMENT  
 
Wigens (2006:32) emphasises that the student’s learning needs should be catered for 
within a well-managed and inspiring clinical learning situation.  
 
Van Rooyen and Jordan (2009:79) maintain that in the learning environment, learning 
opportunities and experiences are of paramount importance in achieving learning 
outcomes. Van Rooyen and Jordan (2009:79) emphasise that the environment must be 
free from physical or psychological harm, and there must be mutual trust, respect and 
helpfulness between the clinical supervisor and the student in clinical training. In 
addition, a questioning approach and an ambience of active participation must prevail 
between the student in clinical training and the clinical supervisor and there should be 
no intimidation or rejection of the student by the clinical supervisor. Furthermore, the 
environment must have a high level of acceptable challenge in that the student in 
clinical training must be allowed to improvise or to improve ways of doing things as long 
as this is done in an acceptable manner (Van Rooyen & Jordan 2009:79). Various 
learning styles and cultural and ethnic origins should also be considered.  It is also 
crucial for the clinical supervisor to be aware of and sensitive to the ways in which 
adults learn as well as the way certain cultures and ethnicities view the practice of 
midwifery care. In order to achieve a supportive environment, Stuart in Van Rooyen and 
Jordan (2009:79) emphasises that four constituents of a learning environment should be 
in place, namely people, learning opportunities and experiences, staff commitment to 
teaching and learning, and material resources. In the midwifery clinical training context, 
and for the purposes of this study, this involved committed male community service 
officers during midwifery clinical training as well as professional midwives and educators 
providing the training; the creation of midwifery learning opportunities and experiences 
as prescribed by SANC R425 of 1985, paragraph 2.2.6 (SANC 1985), as well as 
learning resources such as midwifery models, clinical and simulation laboratories, and 
health care institutions that provide midwifery and maternity care services to pregnant 
women. 
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2.8 EMPOWERING STUDENTS IN THE MIDWIFERY CLINICAL ENVIRONMENT  
 
The midwifery students are provided with theoretical knowledge in a classroom at the 
nursing college where they are registered prior to exposure to the clinical arena.  This 
knowledge forms the foundation of clinical nursing care rendered to clients. It is 
important for midwifery lecturers and all registered midwives involved in student midwife 
training to be cognisant of the characteristics of adult learning in order for the student-
educator relationship to be effective. The student in the midwifery clinical environment is 
equipped to become clinically competent by a process called accompaniment. Ayo 
(2006:24) refers to accompaniment as “a carefully designed, purposeful intervention by 
midwifery tutors and clinical instructors in clinical settings to enable student midwives to 
progress from a state of dependency towards a state of independency”. The specific 
accompaniment roles of midwifery professionals who empower the midwifery students 
to become clinically competent are mentoring and clinical supervision.  
 
2.8.1 Mentoring 
 
The mentor acts as a teacher, friend or guide and is actively involved in the 
empowerment and professional development of a junior member (Meyer, Naudé & Van 
Niekerk 2004:167). According to Wigens (2006:83), the role of a mentor is to identify 
students’ needs; advise students on the type of support available; provide guidance on 
facilities and learning resources in the organisation; follow up on comments from other 
staff about students who are performing poorly or whose conduct is deemed 
unacceptable; refer students with particular problems to appropriate agencies; carry out 
assessment of learning, and complete the practice of assessment recording on 
completion of clinical placement. 
 
2.8.2 Clinical supervision 
 
Clinical supervision is “a formal process between a skilled supervisor and supervisee 
which enables the professional to reflect on and accept responsibility for their practice, 
develop skills, knowledge and understanding of their practice whilst feeling supported” 
(Wigens 2006:98). Clinical supervisors provide support and self-direction to student 
midwives in order to facilitate their clinical learning (Billings & Halstead 2005:55). The 
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supervisor’s role in the main, therefore, is to promote the personal and professional 
development of the student during midwifery clinical training.  
 
2.9 KNOWLEDGE AND CARING 
 
Knowledge is essential to provide quality, safe and effective care. Finkelman and 
Kenner (2010:57) maintain that this forms the crucial dyad that constitutes nursing. 
Finkelman and Kenner (2007:57) go on to state that nursing embraces a distinct body of 
knowledge that goes hand in hand with the art of caring. Knowledge will allow the nurse 
to be able to employ critical thinking as well as clinical reasoning and judgement. Elkin, 
Perry and Potter (2007:2) point out that skilled nursing practice involves the harnessing 
of a good knowledge base and applying what one learns from experience when caring 
for clients. Finkelman and Kenner (2010:57) refer to five ways of knowing that a nurse 
[and midwife] can demonstrate in the provision of care and state that some or all of the 
five ways may be evident during the provision of care. The five ways are empirical, 
ethical, personal, aesthetic, and synthesising knowing. 
 
In this study, during midwifery clinical training, the participants had to demonstrate the 
knowledge that they had acquired during the classroom theoretical instruction when 
practising midwifery care as follows (Finkelman & Kenner 2010:58):   
 
• Empirical knowing focuses on facts and is related to quantitative explanations 
that are useful for predictions and explanations. An example of this in clinical 
midwifery practice is the monitoring of a woman’s blood pressure during 
pregnancy. A blood pressure measurement above 140/90 mmHg after the 
twentieth week of pregnancy could result in a condition called transient 
gestational hypertension (Lloyd & Lewis 2001:317). The student nurse in 
midwifery clinical training should recognise and refer the woman to a registered 
midwife or medical practitioner. 
 
• Ethical knowing focuses on one’s moral values regarding what should be done. 
An example would be if a pregnant patient asks the midwife not to reveal that she 
has been using illicit drugs on a daily basis. The nurse in midwifery training 
should know that this is morally wrong because of the impact that not disclosing 
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this information will have on the unborn child. It would therefore be incumbent on 
the nurse in midwifery clinical training to make this information known. 
 
• Personal knowing focuses on understanding and actualising a relationship 
between the nurse and a patient. This includes the nurse’s knowledge of self.  An 
example is that the nurse in midwifery clinical training should accept all patients 
unconditionally and know when therapeutic value is compromised by personal 
beliefs on the part of the midwife. In such an instance, the nurse in midwifery 
clinical training has to put personal beliefs aside for the good of the patient. 
 
• Aesthetic knowing focuses on the nurse’s perception of the patients and their 
needs. The uniqueness of each relationship and interaction is stressed. Nurses   
in clinical midwifery training therefore have to adapt their approach to 
accommodate uniquely individualistic needs that a patient may have. An example 
would be that the nurse in clinical training has to be adept at allaying the 
anxieties of a woman who has had multiple spontaneous abortions, and this must 
be done from the beginning of pregnancy right through to the birth of the infant. 
 
• Synthesising entails consolidating the knowledge gained from the 
aforementioned types of knowledge in order to better understand the patient and 
provide quality care.  An example of this would be that the nurse in midwifery 
clinical training, in order to enhance patient care, has to report abnormal clinical 
measurements, such as blood pressure; adopt an individualistic approach based 
on specific client needs; have self-knowledge, and do what is morally right. 
  
2.10  CONCLUSION 
 
The clinical training component of midwifery is as important as the theoretical instruction 
component. Clinical nursing education and training in South Africa for midwives is 
currently under review and discussions are ongoing with all stakeholders.  
 
This chapter discussed the literature review conducted for the study. Chapter 3 
describes the research design and methodology. 
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CHAPTER 3 
 
Research design and methodology  
 
 
3.1 INTRODUCTION 
 
Chapter 2 discussed the literature review relevant to the study. This chapter discusses 
the research design and methodology, and ethical considerations of the study.  
 
3.2 PURPOSE OF THE STUDY 
 
The purpose of the study was to explore and describe the experiences of male 
community service officers during midwifery clinical training. Accordingly, the objectives 
of the study were to: 
 
• Explore and describe the experiences of male community service officers during 
midwifery clinical training. 
• Determine challenges experienced by the participants during the midwifery 
clinical training. 
• Formulate recommendations to nurse educators, clinical midwives and midwifery 
clinical supervisors to better support male nurses in midwifery clinical training. 
 
3.3 RESEARCH DESIGN 
 
A research design is “a plan or blueprint of how one intends to conduct research” 
(Babbie & Mouton 2007:74). Polit et al (2005:167) describe a research design as “the 
overall plan for answering the research questions”. Based on the objectives of the 
study, the researcher selected a qualitative, explorative, descriptive and contextual 
design. Burns and Grove (2009:237) describe qualitative research as “focusing on 
meaning and understanding of a phenomenon to form a basis of knowing”. In addition, a 
qualitative design strives to provide “a picture or version of a situation as it naturally 
takes place” (Burns & Grove 2009:237).  
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The rationale for a qualitative approach was to understand, describe, explain, and make 
sense of the social world (Sallah & Clark 2005:58).  This study, therefore, strove to 
answer the research questions by explaining, describing, and making sense of the 
respondents’ social world during midwifery clinical training.  
 
3.3.1 Qualitative  
 
Qualitative research is “a systematic, interactive, subjective approach used to describe 
life experiences” (Burns & Grove 2009:22). In qualitative studies the aim is usually to 
explore and/or describe a phenomenon (Botma, Greeff, Mulaudzi & Wright 2010:185). 
The researcher considered a qualitative design appropriate to explore and describe the 
experiences of male community service officers during midwifery clinical training. This 
design enabled the researcher to gain valuable insight into the respondents’ actual 
experiences and to formulate recommendations for nurse educators, clinical midwives 
and midwifery clinical supervisors to better assist male nurses in clinical midwifery 
training.  
 
Qualitative research “clarifies that the need to know is often related to learning about 
how individuals or groups in interaction with health professionals experience or attach 
meaning to something” (Botma et al 2010:182). McRoy (in De Vos et al 2005:74) states 
that a qualitative paradigm “strives to understand social beings and the meanings that 
they attach to the process of daily living”. To achieve these objectives, the researcher 
paid special attention to the reality of how the participants experienced their midwifery 
clinical training as part of the process of working towards becoming a qualified midwife. 
 
Qualitative research produces data in the form of words describing feelings, behaviours, 
thoughts, insights and actions related to a specific phenomenon (Botma et al 2010:182).  
Burns and Grove (2009:24) point out that qualitative data “takes the form of words that 
are scrutinised in terms of individualistic responses or descriptive extractions”. In the 
study, in-depth interviews were conducted with the participants in order to elicit their 
true feelings, perspectives and experiences. 
 
The researcher is “the main instrument of research in qualitative research and derives 
meaning from his or her involvement in the study” (Botma et al 2010:182). Burns and 
Grove (2009:23) emphasise that the researcher usually plays an active part in 
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qualitative research. In this study, the researcher personally conducted semi-structured 
interviews during which the participants were allowed to describe their experiences in 
an environment that was conducive to conducting private, meaningful and cathartic 
interviews.   
 
Qualitative research provides “an in-depth exploration and/or description of a 
phenomenon that differs from the broad explanation that quantitative research provides” 
(Botma et al 2010:182).  Fortune and Reed (in De Vos et al 2005:74) point out that 
when using a qualitative design, the researcher aims to gain a firsthand comprehensive 
understanding of a phenomenon. In the study, the researcher aimed to gain a personal 
and thorough understanding of the participants’ experiences during midwifery clinical 
training.   
 
The findings of a qualitative study are unique and dynamic, which allows for the 
possibility of new knowledge and theory being generated (Burns & Grove 2009:23). 
Botma et al (2010:182) maintain that qualitative research is ideal when little is known 
about a topic or the research context is poorly understood. The literature review 
indicated scant research on the experiences of male nurses in clinical midwifery training 
especially regarding cultural diversity of research participants. This study wished to 
develop new knowledge in this regard by including a sample of study participants from 
diverse cultures and backgrounds. 
 
Qualitative research “reveals the nature of particular situations, settings, processes and 
relationships of people” (Leedy & Omerod 2005:134). This enables researchers to gain 
new insights, develop new concepts or theoretical perspectives, and discover problems 
that exist regarding a phenomenon. Sallah and Clark (2005:50) state that qualitative 
research can answer questions that relate to how processes occur, what an experience 
is like, how a culture contributes to and influences behaviour, and how people live, 
cope, process and experience their daily lives.  
 
The researcher therefore focused on the midwifery clinical training experiences of male 
community service officers as a process that was part of their daily occupational lives. 
Moreover, special attention was paid to the influence of the participants’ culture and 
behaviour during the midwifery clinical training thereby enabling the identification of 
weaknesses in the process as a whole.  
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3.3.2 Explorative  
 
Explorative research “is typical when a researcher examines a new interest, or when the 
subject of study is relatively new” (Babbie & Mouton 2007:79). The researcher aimed to 
explore the lived experiences of male community service officers during midwifery 
clinical training, with the intention of obtaining new information and knowledge. The 
researcher was motivated by the fact that little research has been conducted on this 
topic (Inoue et al 2006:559; Morin et al 1999:84).   
 
To explore a topic is “to provide basic awareness of the topic” (Fox & Bayat 2007:30). 
This means that the researcher has to become familiar with the research topic which, in 
this study, was to become familiar with the experiences of male nurses during midwifery 
clinical training.   
 
The study revealed a definite cultural influence on these experiences. The researcher 
also gained new insights, which meant that new knowledge surfaced.  This, in turn, 
facilitated the formulation of recommendations to nurse educators, clinical midwives and 
midwifery clinical supervisors to better support male nurses in midwifery clinical training. 
 
3.3.3 Descriptive  
 
Descriptive studies are conducted when little is known about a phenomenon (Burns & 
Grove 2009:25). Descriptive studies enable researchers to “discover new meaning, 
describe what actually exists, establish how often something happens, and categorise 
the information”. The purpose of descriptive research is to observe, describe and 
document aspects of a situation. It is aimed at casting light on current issues or 
problems through a system of data collection that enables researchers to describe the 
situation more completely than would be the case if this method was not used (Polit et 
al 2005:180; Fox & Bayat 2007:8).  
 
The purpose of descriptive research is “to explore and describe phenomena in real-life 
situations” (Burns & Grove 2009:45). This study wished to explore and describe the 
respondents’ real-life experiences during midwifery clinical training. 
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The researcher strove to uncover new information about the respondents’ experiences 
during midwifery clinical training. New insight gained assisted the researcher to 
formulate recommendations for nurse educators, clinical midwives and midwifery clinical 
supervisors to better support male nurses in midwifery clinical training. 
 
3.3.4 Contextual  
 
Qualitative studies are always contextual as data or information obtained is only 
pertinent to a specific context or situation (Botma et al 2010:195). Furthermore, it is 
imperative to provide a rich, thorough and clear contextualised description of the 
research. This means that generalisation of research findings is limited and transferable 
only to the situation in which the research was conducted. This study did not seek to 
generalise to the general populace, but to be a representation within itself. According to 
Babbie and Mouton (2007:272), the aim of qualitative research is to understand and 
describe events within the concrete, natural context in which they occur. Qualitative 
researchers maintain that it is the whole context and how it provides meaning to certain 
situations that allows one to understand.  
 
In this study, the researcher focused on the immediate, specific, and meta context. 
  
• Immediate: The immediate context refers to “the physical environment in which 
the experience takes place” (Du Plessis 2006:23). The participants described 
their experiences in midwifery clinical training in relation to all the maternity 
departments to which they were allocated. 
 
• Specific:  The specific context “is influenced by various factors like time of day 
and change in environment” (Du Plessis 2006:23). In the exploration and 
description of the participants’ experiences during midwifery clinical training, this 
study included factors such as time of day that the student participated in clinical 
training, patient availability and receptiveness to male nurses, as well as learning 
experience availability.  
 
• Meta: The meta context refers to “descriptions of connections in the social 
structure and the participants involved in the study” (Du Plessis 2006:23). The 
respondents were White, Coloured and Black, with different cultures, traditions 
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and belief systems. The Black respondents embraced a Xhosa culture whilst the 
White and Coloured respondents indicated no clear or distinct culture. These 
factors influenced the respondents’ midwifery clinical training experiences (see 
chapter 4). 
 
In summary, the study was contextual, then, because the respondents’ experiences 
during midwifery clinical training cannot be seen outside of this context. 
 
3.4 RESEARCH METHODOLOGY 
 
Burns and Grove (2009:22) refer to Kaplan’s description of research methodology as 
“procedures that scientists have used in the past, are currently using and will still use in 
the future. Methodology is not static but it is an evolving process. A researcher may 
therefore, develop a novel research method at any given time.”  
  
Qualitative research methodology “is guided by the broad qualitative research paradigm 
and a philosophical basis” (Burns & Grove 2009:507). Sampling, data collection and 
data analysis in qualitative research are not as stringently controlled as in a quantitative 
paradigm.  
 
Schmidt and Brown (2009:159) state that a qualitative study “is concerned with 
attempting to answer questions relating to behaviours that are not easy to explain. The 
foundations of a study refer to the philosophical base, concepts, and theories utilised.” 
This study was based on meta-theoretical assumptions. Meta-theory refers to the theory 
of theories (Chinn & Kruger 2008:299). Epistemological, ontological and methodological 
assumptions were employed in the study (see chapter 1, section 1.8). The research 
methodology included population, sample, and data collection and analysis. 
 
3.4.1 Population and sample 
 
The population chosen for the study included male community service officers and the 
focus of the study concentrated on their midwifery clinical training experiences. 
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A research population is “the entire group of people or objects in which the researcher is 
interested”, namely all those who meet the characteristics that the researcher wants to 
study (Brink et al 2006:123).  
 
The target population is the entire population that the researcher is interested in and the 
accessible population is a part of the entire population that is accessible to the 
researcher and can be used as participants in a study (Polit et al 2005:234; Schmidt & 
Brown 2009:214). In this study, the researcher targeted participants who had just 
completed the four-year diploma programme leading to SANC registration in General, 
Community and Psychiatric Nursing and Midwifery, and who were currently involved in 
the mandatory community service in the Eastern Cape of South Africa. The rationale for 
choosing the participants was that they were accessible to the researcher and formed 
the accessible population. 
 
A sample is “a part or fraction of a whole or a subset of a larger set, selected by the 
researcher to participate in a research study” (Brink et al 2006:124). Fox and Bayat 
(2007:54) refer to a sample as “any subset of the elements of a population that is 
obtained by a process for the purpose of being studied”.  
 
Sampling is “the process of selecting a portion of the population to represent the entire 
population” (Polit & Hungler 1997:278). Kerlinger (in De Vos et al 2005:193) refers to 
sampling as “when any portion of a population or universe is taken as representative of 
that population or universe”. The researcher used purposive sampling to select the 
participants. Purposive sampling “entails first taking the population parameters into 
consideration and then basing the sample on these parameters. The purpose of taking 
the parameters into consideration is to enable the researcher to select the sample on 
the basis of own knowledge of the population, thereby ensuring that a sample that is 
rich in information is included” (De Vos et al 2005:328). According to Botma et al 
(2010:200), purposive sampling is based on the belief that the researcher’s knowledge 
about the population can be used to hand-pick the sample. Schmidt and Brown 
(2009:161) emphasise that purposive sampling “is favoured in qualitative research 
because the researcher aims to extract data from specific persons who will be able to 
provide rich information about the subject being studied”. The researcher, therefore, 
consciously selected a sample based on her knowledge of the participants’ midwifery 
clinical training aspects.  
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In order to be included in the study the participants had to: 
 
• Be male. 
• Be willing to participate in the study. 
• Have successfully completed a four-year diploma course for education and 
training as a nurse leading to a qualification in General, Community and 
Psychiatric Nursing, and Midwifery with the South African Nursing Council 
(SANC).  
• Be registered with the SANC as a community service officer. 
• Have a good command of the English language. 
 
There are no firmly established rules or criteria for sample size in qualitative research 
and size is largely a function of the purpose of the inquiry, the quality of the informants, 
and the type of strategy used (Polit et al 2005:248). In this study, the sample consisted 
of eleven (11) male community service officers who met the criteria. 
 
3.4.2 Pilot study 
 
Burns and Grove (2009:44) describe a pilot study as “a smaller version of a proposed 
study which is conducted to refine the methodology”. The researcher conducted a pilot 
study with 4 male community service officers. Results of the pilot study revealed that the 
male nurses experienced challenges with regard to providing intimate care to females, 
meeting the clinical requirements and working with different cultures as well as conflict 
regarding their own cultures. Information relating to experiences during midwifery 
clinical training provided by the pilot study participants was not used in the main study. 
Conduction of the pilot study enabled the researcher to: 
 
• Refine and determine if the study design was appropriate. 
• Develop or refine the data-collection instrument. 
• Refine the data-collection process. 
• Engage with the participants, and experience the research setting, methodology 
and the methods of measurement. 
• Determine unexpected effects. 
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In addition, the pilot study enabled the researcher to operationally realise the value and 
necessity of conducting pilot studies.  
 
3.4.3 Data collection 
 
Data collection is “a systematic way of gathering information relevant to the research 
purpose or questions” (Burns & Grove 2009:421). Schmidt and Brown (2009:161) state 
that there are three main sources of data in qualitative research, namely in-depth 
interviews, direct observation, and artefacts such as written documents, photographs 
and physical objects. Gray (2009:185) explains that qualitative interviews can be used 
as either the main instrument of data collection, or, with observation, document analysis 
or some other type of data-gathering technique. For the purposes of this study, the 
researcher chose to personally conduct in-depth semi-structured interviews by making 
use of an audio tape recorder. The researcher arranged a time with the participants and 
obtained their consent to tape-record the interviews. The researcher transcribed the 
tape-recorded information verbatim, which was exciting but time consuming. The 
participants could not be linked to the tape recordings but the information was kept to 
identify definite themes. A separate document was used to record participants’ 
reactions, affect, body language or demeanour, and non-verbal cues. The researcher 
aimed to achieve data saturation, which is when no new information is provided by the 
participants (Schmidt & Brown 2009:308). 
 
3.4.3.1 Semi-structured interviews 
 
Semi-structured interviews are conducted when a researcher has a list of topics that 
must be covered in an interview and uses a written topic guide to ensure that all the 
question areas are covered (Polit et al 2005:265). In a qualitative study, participants are 
asked to verbally describe, in a relaxed and unhurried atmosphere, their experiences of 
a phenomenon (Burns & Grove 2009:529).  The researcher prepared an interview guide 
based on the objectives of the study (see annexure I for copy of the interview guide).   
 
In conducting the interviews, the researcher adhered to Schmidt and Brown’s 
(2009:162) guidelines. The researcher: 
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• Used open-ended questions to allow the participants to respond freely and to 
obtain as much information as possible. 
• Followed up with questions as the participants led. 
• As a skilled communicator, was able to pick up on key words, phrases, thoughts 
or ideas mentioned during the interview. 
• Ensured a supply of back-up batteries for the tape recorder and that there was a 
power source should electricity be needed. 
• Conducted the interviews in a quiet place that was free from interruptions. 
• Maintained integrity with regard to the recruitment of participants. 
• Ensured that the interviews lasted for between 30 and 90 minutes. 
• Used direct quotations as the basic sources of data. 
• Made notes during or immediately after the interview to record thoughts and 
ideas as well as to reflect on the interview itself as this provided additional 
contextual data from which the results were viewed. 
• Changed the interview questions over time as additional data collected prompted 
exploration in other directions. 
• Kept in mind that the purpose of the interview was to obtain as much pertinent 
information as possible about the phenomenon being studied and that the 
participants were the source of this information. 
• Assumed responsibility for the accurate transcription of information obtained from 
the tapes. 
• Read through the transcriptions many a times before analysis and interpretation. 
 
3.4.3.2 Interviewing techniques  
 
Interviewing is “a skill that necessitates practice and the interviewer must be conversant 
with the content of the interview” (Burns & Grove 2009:404). Engaging in a qualitative 
interview to be able to hear what the interviewee says requires skills beyond those of 
ordinary conversation (Fox & Bayat 2007:73).  In order to be effective, then, the 
researcher followed De Vos et al’s (2005:293) interview techniques: 
 
• Questions were easy to understand and words used were familiar to the 
participants. 
• One question was asked at a time to allow for a genuine response. 
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• Experience-related questions were asked first, followed by opinion- and feeling-
related questions. 
• Leading questions were avoided. 
• Freedom of expression on the part of the participant was allowed but the 
researcher remained in control. 
• Pauses and silence in the conversation were allowed in order to permit the 
participant to think and gain composure. 
• The researcher showed attentiveness in terms of body posture and minimal 
verbal responses, such as forward leaning posture, maintaining eye contact, and 
minimal verbal responses such as ‘uh uh’. 
• The researcher allowed for reflective summary by summarising the participant’s 
last statement. 
• Questions that were not answered completely were returned to at a later stage of 
the interview. 
• The effect of the interview on the participant was monitored. When a participant 
became emotional, discretion was used to intervene with sensitivity.  
• Switching the tape recorder on and off was avoided. 
• Termination of the interview and end interview was indicated at a reasonable 
time. 
 
3.4.3.3 Sequencing of questions 
 
It is meaningful to sequence questions from simple to more complicated, or from broad 
to specific, as this will allow the participant to gradually adjust to the pattern of the 
interview (De Vos et al 2005:296).  In a semi-structured interview, the researcher starts 
with general questions or topics and then lets the respondents narrate their stories in a 
spontaneous manner (Polit et al 2005:264). 
 
In addition to moving from simple to complex (Valenzula & Schrivastava 2008:13), the 
researcher: 
 
• Asked the participants about facts first before moving on to controversial or 
sensitive matters.  
• Interspersed fact based questions throughout the interview. 
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• Focused on the present before moving on to the past and the future. 
• In the last question of the interview, allowed the participants to provide any other 
information that they wished or preferred to add as well as allowed the 
participants to state their impressions of the interview. 
 
3.4.3.4 Preparations for interviews 
 
Participants must be prepared or primed for an interview that is not completely 
structured (De Vos et al 2005:294). Burns and Grove (2009:404) state that if the 
interviewer expects the interview to be measured, prior appointment with the 
interviewee is mandatory. In this study, the researcher ensured that participants 
received prior notice of the scheduled interview to be conducted and chose a venue 
away from the midwifery clinical setting. The researcher chose a quiet, private venue at 
the nursing college where the researcher is employed, to ensure that the participants 
would be comfortable and free to talk. In addition, the researcher considered the 
following aspects when preparing for the interviews (Valenzuela & Shrivastava 
2008:10):  
 
• Chose a setting where there were no interruptions and where researcher and 
participant were able to be totally focused.  
• Explained the purpose of the interview in order for the participants to know what 
was about to transpire. 
• Emphasised confidentiality in order to reassure the participants of their right to 
anonymity.  
• Gave details of the layout of the interview, such as what the questions related to, 
and emphasised that the conversation would be recorded in order to allay 
participant anxiety. 
• Informed the participants how long the session would last so that time frames 
could be met and the participants’ interest could be maintained. 
• Provided researcher contact information to enhance researcher and participant 
rapport. 
• Allowed the participants to raise concerns regarding the interview to promote free 
flowing conversation. 
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• Prepared a method of recording data such as taking notes and recording 
information. 
 
3.4.4  Data analysis 
 
Data analysis refers to “systematically going through all collected data in order to 
facilitate the organisation of data, so that meaning can be attributed to it” (De Vos et al 
2005:330). Schmidt and Brown (2009:295) state that qualitative data analysis is a more 
complex process than quantitative data analysis because using words as opposed to 
numbers is a more subjective and more laborious task. Polit et al (2005:381) state that 
the purpose of data analysis, regardless of the type of data or the underlying research 
tradition, is to organise, provide structure to, and elicit meaning from the research data. 
 
In this study, the researcher followed De Vos et al’s (2005:334) data analysing steps, 
namely: 
 
• Data must first be organised and prepared for analysis. This involved accurate 
transcribing of the interviews as well as typing the researcher’s notes made 
during the interviews. 
• The data was arranged according to different types based on the information 
source of the data. 
• The data was then read through several times in order to obtain a general sense 
of the information and to reflect on the overall meaning of the data. 
 
The researcher used thematic content analysis in order to identify themes, genres, 
constructs, words, phrases and terms central to the research topic. Thematic data 
content analysis was used because themes and language used by the participants paint 
a meaningful picture of a phenomenon (Schmidt & Brown 2009:313). Data analysis is 
discussed in detail in chapter 4. 
 
3.5 VALIDITY AND RELIABILITY 
 
With regard to qualitative research validity, Marshall and Rossman (in De Vos et al 
2005:345) point out that all research must respond to principles that stand as criteria 
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against which the trustworthiness of the project can be evaluated. Trustworthiness 
therefore enhances the authenticity of the research project.  
 
The quality of a research instrument is determined by its validity and reliability. Validity 
is the degree to which an instrument measures what it is supposed to measure. 
Reliability is the degree of consistency or dependability with which the instrument 
measures the attribute it is designed to measure. If the instrument is reliable, the results 
will be the same each time the test is repeated (Polit et al 2005:388).  
 
In order to overcome bias and ensure objectivity, the researcher adopted the following 
measures to ensure validity: trustworthiness, credibility, dependability, transferability 
and confirmability (Burns & Grove 2009:292; Krefting 1991:215). 
 
3.5.1 Trustworthiness 
 
Trustworthiness is the process whereby the researcher confirms that the findings 
accurately reflect the respondents’ experiences and views and not the researcher’s 
perceptions. This was done by tape-recording the interviews (Polit et al 2005:312). Fox 
and Bayat (2007:107) state that the criterion of trustworthiness is a viable standard for 
measuring validity and reliability in qualitative research. Qualitative studies are 
trustworthy when strategies have been used to meet credibility, transferability, 
dependability and confirmability (Schmidt & Brown 2009:313). In addition, 
trustworthiness refers to the quality, the authenticity and the truthfulness of findings in 
qualitative research (Schmidt & Brown 2009:307). 
 
3.5.2 Credibility 
 
Credibility is concerned with how confident one is regarding the truth value of data (Polit 
et al 2005:312). Krefting (1991:215) emphasises that credibility ensures truth value. The 
study wished to explore and determine the respondents’ true experiences during 
midwifery clinical training. Accordingly, the researcher conducted in-depth interviews 
until data saturation was reached, capturing rich data, allowing for peer debriefing, and 
implementing member checking. To meet the criterion of credibility, the research must 
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be shown to be authentic and truthful and the results should make sense and be 
believable (Schmidt & Brown 2009:308). 
 
In order to ensure credibility, the researcher used the strategies of prolonged 
engagement; peer debriefing; member checks; persistent observation; triangulation, and 
referential adequacy  (Babbie & Mouton 2007:277). 
 
• Prolonged engagement. This involves interaction with the participants until no 
new information surfaces or data saturation occurs. To achieve this, the 
researcher spent enough time with the participants during unhurried interviews 
so that a relationship of trust was established and until pertinent, rich information 
about the research topic was obtained and no new information surfaced. In 
addition, when required, the researcher rescheduled interviews to further clarify 
unclear participant statements. 
 
• Peer debriefing. This is done by involving a peer who has a similar academic 
status as the researcher to appraise and express their views on the research 
data. In this study, the researcher made use of a peer, namely, a fellow 
researcher as well as the study supervisor to discuss the research process and 
findings. 
 
• Member checks.  Member checks are done to assess the respondents’ 
intentions, to correct obvious errors, and to provide for additional volunteer 
information. In the study, the researcher provided ongoing feedback to the 
participants and allowed them to confirm the data as the data collection 
progressed. 
 
• Persistent observation. Persistent observation involves looking for multiple 
influences and discerning what is relevant and what is not. In this study, the 
participants were asked to provide only relevant information and not allowed to 
digress from the topic of discussion. The researcher made use of focusing to 
achieve this. 
 
• Triangulation. Triangulation involves collecting information about events from 
different points of view. In this study, the researcher kept in mind the uniqueness 
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and individuality of each participant together with their cultural background when 
they were interviewed. 
 
• Referential adequacy. Referential adequacy refers to the material to be used for 
documentation or the recording of information. For the purposes of this study, the 
researcher made notes during the interviews and used an audio tape recorder. 
The researcher also ensured that all information recorded or documented was 
rich in information. 
 
3.5.3 Transferability 
 
Transferability is “the standard of judgement used against which applicability can be 
measured” (Krefting 1991:216).  Babbie and Mouton (2007:277) refer to transferability 
as “the extent to which the findings of a study can be applied to other contexts, 
situations, or respondents”. In this study, the researcher selected information-rich 
participants, collected data until saturation was reached, and provided dense 
descriptions of the data, including verbatim quotations, in order to enhance 
transferability of the study. In spite of this, however, the study findings cannot be 
transferred or generalised to all male nurses in midwifery clinical training because of the 
limited sample. 
 
Schmidt and Brown (2009:308) maintain that although the purpose of qualitative 
research is not to specifically generalise findings, it is necessary to note the significance 
of the study with relation to its importance in helping to understand a phenomenon in 
different contexts or situations. In this study, the researcher, indeed, aimed to 
demonstrate the significance of the study in relation to understanding the specific 
contextual experiences of male community service officers during midwifery clinical 
training. In order to achieve this, the researcher provided thick descriptions of the 
experiences, provided clear explanations of the limitations of the study, and 
comprehensively described the study. Other researchers could, therefore, replicate the 
study. By doing this, the researcher enhanced transferability.  
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3.5.4 Dependability 
 
Dependability refers to “how stable or consistent data is over time and over conditions” 
(Polit et al 2005:315). De Vos et al (2005:346) state that dependability is the alternative 
to reliability where the researcher attempts to account for changing conditions in the 
subject chosen for the study as well as changes in  the design brought about by a better 
understanding of the setting. This study made use of a dependability inquiry audit in 
order to enhance dependability. 
 
The researcher adopted the dependability enhancing components of showing that 
existing theories can be tied to new findings; employing peer debriefing, and using a 
dependability inquiry audit (Schmidt & Brown 2009:309). When doing the inquiry audit, 
the researcher, as well as a fellow researcher and colleague, compared the 
researcher’s transcriptions of the interviews with the actual recorded interviews to check 
for accuracy and therefore dependability.  
 
3.5.5 Confirmability 
 
Guba (cited in De Vos et al 2005:347) emphasises that one should ask whether the 
findings of one study can be confirmed by another study. Confirmability refers to 
“establishing how objective or neutral data is in order that two or more independent 
people agree on the relevance and meaning of the data” (Polit et al 2005:315). The 
researcher focused on data neutrality and not personal judgements and was open to the 
participants’ perceptions. An inquiry audit was also used to enhance confirmability. To 
this effect, two study supervisors were involved in the data analysis.  
 
Sandelowski (in Schmidt & Brown 2009:309) states that neutrality refers to the findings 
of the research versus the researcher because some subjectivity is inherent in 
qualitative research methods since the researcher is the instrument for data collection 
as well as the analyst and interpreter of the data. In order to avoid subjectivity and 
therefore enhance confirmability, the researcher employed member checks, peer 
debriefing and an enquiry audit to remain true to the collected data.   
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3.6 ETHICAL CONSIDERATIONS 
 
Ethics deals with matters of right and wrong. Ethics refers to a system of moral values 
that is concerned with the degree to which research procedures adhere to professional, 
legal and social obligations to the study participants (Polit et al 2005:46; Fox & Bayat 
2007:148). Haverkamp (2005:146) states that in regard to ethics, the primary relational 
focus is on the interaction between researcher and participant, and that trustworthiness 
captures the recognition that participants can be vulnerable and that researchers carry a 
responsibility to promote their welfare and guard against harm. 
 
Burns and Grove (2009:215) affirm that conducting research ethically requires the 
protection of the human rights of participants. Richards and Potgieter (2010:46) 
maintain that researchers have a duty to treat all respondents with dignity and to avoid 
them feeling ill at ease and uncomfortable. 
 
Schmidt and Brown (2009:310) emphasise that there are numerous ethical issues 
inherent in qualitative research. Fox and Bayat (2007:148) emphasise that ethics must 
be considered when research directly involves people. Ethical guidelines serve as 
standards and a basis on which researchers evaluate their own research conduct. As 
this study involved an intrusion into the respondents’ lives, the researcher maintained 
the ethical principles relating to protection of the rights of the institution, the participants, 
and research or scientific integrity.  
 
3.6.1 Protecting the rights of the institution 
 
The researcher protected the rights of the institution by obtaining permission to conduct 
the study from the Ethics Committee of the University of South Africa; the Head of the 
Central College in Bhisho; the Principal of the nursing campus, and the President of the 
Student Representative Council (SRC) of the Eastern Cape nursing campus (see 
annexure A, C, E and G).      
 
3.6.2 Protecting the rights of the participants 
 
Burns and Grove (2009:190) point out that in order to conduct research ethically, the 
research participants’ right to self-determination must be preserved and they must not 
 
51 
be coerced to be involved in the study. The researcher protected the rights of the 
participants to confidentiality, anonymity and privacy, and obtained informed consent 
from them.  
 
• Confidentiality, anonymity, and privacy 
 
According to Polit et al (2005:90), confidentiality involves procedures that protect the 
information that participants provide. Confidentiality refers to the researcher not sharing 
private information shared by a respondent unless it is with the consent of the 
respondent (Burns & Grove 2009:197). Confidentiality was assured by not linking inputs 
to individual respondents (Streubert & Carpenter 1999:38). Anonymity means that 
participant names are kept separate from data so that no one, not even the researcher, 
knows the identity of the data supplier (Schmidt & Brown 2009:229). A respondent can 
be deemed to be anonymous when the researcher is not able to associate a response 
with a certain individual (Babbie & Mouton 2007:523). Privacy is the individual’s right to 
determine the time, extent and general circumstances under which personal information 
will be shared with or withheld from others (Burns & Grove 2009:194). The participants’ 
identities were protected by not attributing participant names to recorded interviews and 
notes taken during interviews. Information supplied by participants was not linked to a 
particular participant and the right to privacy was upheld by securing participant 
approval regarding the time and venue of interviews as well as the sharing of 
information.  
 
• Informed consent 
 
Informed consent means that prospective research participants must be informed fully 
of the procedures and risks involved in research and must give their consent to 
participate in the study (Fox & Bayat 2007:148). According to Polit et al (2005:78), 
informed consent ensures that participants receive sufficient information regarding the 
research, that they understand the information and that this enables them to voluntarily 
decide whether or not to participate in the research study. The researcher explained the 
purpose and significance of the study to the respondents and informed them that 
participation was voluntary and they could withdraw from the study at any time, if they 
so wished. Written informed consent was obtained from them (see annexure H).  
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• Avoidance of harm 
 
Participants must not be put in situations where there is a potential for physical or 
psychological harm (Fox & Bayat 2007:148). According to Burns and Grove (2009:198), 
protection from discomfort and harm originates from the principle of beneficence which 
refers to doing good and the avoidance of doing harm. The researcher, during all 
interaction with research participants, avoided any situation that could have led to 
unwarranted distress and discomfort on the part of the participants. 
 
• Deception of respondents 
 
Deception of respondents involves the actual misinforming of participants for research 
purposes (Burns & Grove 2009:190).  Loewenberg and Dolgoff (in De Vos et al 
2005:60) refer to deception of participants as “intentionally not revealing the facts in 
order to make another person believe an untruth”. To avoid this, the researcher upheld 
the principles of honesty, dignity and respect by telling only the truth, throughout the 
researcher’s interaction with the respondents. 
 
• Debriefing of respondents 
 
According to De Vos et al (2005:66), debriefing occurs in a meeting after the study, 
where participants are provided with an opportunity to work through their experiences 
and the consequences thereof in order to reduce any harm that might have ensued. 
Debriefing refers to communication with study participants, generally after their 
participation has been completed, regarding various aspects of the study (Polit et al 
2005:460). To achieve this, the researcher discussed the respondents’ feelings 
immediately after completion of the interviews. 
 
3.6.3 Scientific integrity 
 
The researcher ensured the scientific integrity of the study by no fabrication, falsification 
or forging of information; presenting a true reflection of the results and findings, and 
acknowledging all sources of information (Brink et al 2006:40). Scientific honesty on the 
part of the researcher was ensured through establishing a relationship of trust with the 
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respondents (Streubert & Carpenter 1999:36, 37). The researcher endeavoured to keep 
presuppositions or personal biases set aside throughout the investigation.  
 
3.6.4 Accountability  
 
According to Babbie and Mouton (2007:527), researchers often work in public 
educational institutions that rely on public funding and are therefore accountable to 
these institutions. This directly applies to the researcher involved in this study. 
Accountability with regard to analysis and reporting of the study was demonstrated as 
follows: 
 
• The findings of the study were produced objectively and in written form. 
• Formulated recommendations were availed to the participants involved in the 
study, the principal, managers, midwifery lecturers and clinical facilitators of the 
Eastern Cape campus where the students were registered for training and policy 
and guideline formulators at the central nursing college in Bisho, Eastern Cape. 
 
3.6.5 Researcher integrity 
 
According to Du Plessis (2006:35), the ethical behaviour of the researcher, as the main 
instrument of data collection, is critical to the quality of the study as well as for sound 
decision making. Researchers are ethically compelled to ensure that they are 
competent and sufficiently skilled to undertake the proposed study (De Vos et al 
2005:63). Babbie and Mouton (2007:526) state that researchers should strive to 
maintain objectivity and integrity when conducting scientific research by adhering to a 
high level of technical standards, indicating the limitations of the study and its 
methodology, not falsifying or changing data, and at all times being prepared to make 
known the methodology and techniques of analysis. In the study, the researcher worked 
competently, maintained a high standard, avoided being biased and delivered only 
genuine unaltered data. In addition, the researcher made known the limitations of the 
study as well as the data analysis methods used. 
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3.7 CONCLUSION 
 
This chapter described the research design and methodology, including population, 
sample and sampling, data collection and analysis, validity and reliability, and ethical 
considerations. 
 
Chapter 4 discusses the data analysis and interpretation. 
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CHAPTER 4 
 
Data analysis and interpretation  
 
 
4.1 INTRODUCTION 
 
Chapter 3 discussed the research design and methodology chosen for the study.  This 
chapter discusses the data analysis and interpretation, and the results.  
 
4.2 PURPOSE AND OBJECTIVES OF THE STUDY 
 
The purpose of the study was to explore and describe the experiences of male 
community service officers during midwifery clinical training. 
 
The objectives of the study were to: 
 
• Explore and describe the experiences of male community service officers during 
midwifery clinical training. 
• Determine challenges experienced by the participants during the midwifery 
clinical training. 
• Formulate recommendations to nurse educators, clinical midwives and midwifery 
clinical supervisors to better support male nurses in midwifery clinical training. 
 
In order to achieve the objectives, the study wished to answer the following questions: 
 
• What were the experiences of male community service officers during midwifery 
clinical training? 
• What challenges were faced by male community service officers during midwifery 
training? 
• What recommendations can be made to support male nurses in midwifery clinical 
training? 
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4.3 DATA COLLECTION  
 
Data was collected by means of semi-structured interviews with eleven male nurses 
from March to April 2012, using an interview guide. The interviews were conducted 
privately and confidentially and were scheduled to coincide with dates when the 
participants had to report for community service procedures to avoid incurring additional 
expense. The interviews concentrated on the participants’ experiences during midwifery 
clinical training. A tape recorder was used to record the interviews. The researcher 
enhanced free flowing communication by employing facilitative communication skills.  
 
After explaining the research objectives, and keeping the research questions in mind, 
the researcher initiated the interview with the following grand or principal question:  
 
Tell me your overall experience of being a male student nurse in 
midwifery clinical training. 
 
As the interview progressed, the researcher repeatedly employed cues, such as 
minimal verbal responses, to demonstrate to the participants that their responses were 
noted. When necessary, in order to follow up on an initial participant response, the 
researcher used probing questions to elicit a more detailed response from the 
participants.  
 
The interview guide was formulated to cover all the elements of the research topic. The 
following open-ended questions were included in the interview guide: 
 
• Describe to me your overall experience of being a male nurse in midwifery 
clinical training. 
• Describe fully what aspects of the training you experienced as rewarding.  
• Tell me about the challenges that you encountered during the midwifery clinical 
training. 
• Explain to me what motivated you to train or to continue with midwifery clinical 
training. 
• Describe your experiences with regard to how you were supported in the 
midwifery clinical areas. 
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• In relation to your background, please tell me how the community, your friends 
and relatives feel about you being a male nurse in midwifery training. 
 
4.4 CHALLENGES DURING DATA COLLECTION  
 
Although the researcher found the interviews interesting, and the sample was relatively 
small, data collection proved to be fairly challenging. Participants often cancelled 
appointments at short notice and this prolonged the process considerably. A few 
participants, although agreeable to being interviewed, appeared nervous about being 
audio-taped and needed a fair amount of reassurance. Lastly, on two occasions the 
researcher had to deviate from interviewing the participants at the nursing college 
because they had no means of getting to the venue since they were serving as 
community service officers in health care institutions situated farther away.  
 
4.5 DATA ANALYSIS  
 
Content analysis is the breakdown of the contents of texts and documents such as 
interview reports, including the analysis of all words, themes or messages that are 
communicated (Mouton 2003:167). De Vos et al (2005:33) refer to data analysis as 
“systematically going through all collected data in order to facilitate the organisation of 
data so that meaning can be attributed to it”. 
 
In this study, the researcher followed De Vos et al’s (2005:334; 2011:402) data 
analysing steps and guidelines, namely: 
 
• First organise and prepare the data for analysis.  
• Transcribe the text in sufficient detail and include verbatim transcriptions, and 
type the researcher’s notes made during the interviews. 
• Arrange the data according to different types based on the information source of 
the data. 
• Read and reread the text, play and replay audio recordings in order to obtain a 
general sense of and become familiar with the information and to reflect on the 
overall meaning of the data. 
• Reconsider the initial research questions. 
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• Critically evaluate the meaning of words used by the participants. 
• Be attentive to words and phrases in the participants’ own vocabularies that 
capture the meaning of what they say. 
• Identify different topics or themes and code the themes by means of a line-by-
line analysis of each interview transcription. 
• Look for underlying similarities between identified themes. 
• Continually name categories by adding additional transcribed interviews and 
compare new data incidents with the conceptual categories already identified. 
 
The researcher used thematic content analysis in order to identify themes, constructs, 
words, phrases and terms central to the research topic. Thematic data content analysis 
was used because themes and language used by the participants paint a meaningful 
picture of a phenomenon (Schmidt & Brown 2009:313). In addition, with the assistance 
of supervisor of this study, the researcher used meaning units to further qualify and 
discuss the identified categories in relation to the identified themes. 
  
4.6 DATA INTERPRETATION AND RESULTS 
 
4.6.1 Participants’ characteristics 
 
The participants were 11 male nurses who had successfully completed the four-year 
diploma in nursing programme at a Port Elizabeth nursing campus and were currently 
serving the SANC compulsory 12-month community service. The study focused on the 
time that the participants were male nurses in midwifery clinical training.  Table 4.1 lists 
the participants’ age and race. 
 
Table 4.1 Participants’ age and race 
 
Respondent Number Age Race 
1 33 Black/Xhosa 
2 26 Coloured 
3 29 Coloured 
4 24 Black/Xhosa  
5 25 Coloured 
6 28 Black/Xhosa  
7 27 Black/Xhosa   
8 30 White 
9 25 Black/Xhosa  
10 24 Coloured 
11 31 Coloured 
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4.6.1.1 Participants’ age  
 
The age of the participants ranged between 24 and 33 years.  This age range is 
consistent with Armstrong’s (2002:25) findings in Australia that men enter a career in 
nursing relatively young, namely before reaching the age of 40 years. 
 
4.6.1.2 Participants’ ethnicity and race  
 
Of the participants, 5 were Black and from a Xhosa cultural background; 5 were 
Coloured, and 1 was White. The participants thus came from different ethnic and racial 
backgrounds. These demographic differences greatly contributed to the distinctiveness 
of the research context. Figure 4.1 graphically depicts the participants’ ethnicity and 
race. 
 
 
 
Figure 4.1 Participants’ ethnicity and race  
 
4.6.2 Themes, categories and meaning units  
 
During data analysis four (4) main themes were identified:  
 
• Performance of midwifery clinical procedures 
• Accompaniment and support of male students in midwifery environment 
45.5% 
45.5% 
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• Attitudes of midwives and patients towards males in midwifery 
• Cultural, racial and religious aspects  
 
Table 4.2 summarises the identified themes, categories and meaning units. 
 
Table 4.2 Themes, categories and meaning units 
 
Theme Category  Meaning unit 
4.6.2.1 Performance of 
midwifery 
clinical 
procedures 
 
 
4.6.2.1.1  Benefits and motivation to 
study midwifery 
 
-  Knowledge and skill gained 
-  Personal satisfaction  
-  Deeper understanding of 
women‘s experiences during 
delivery 
-  No choice offered for males, 
SANC  requirement 
4.6.2.1.2  Challenges related to 
meeting midwifery clinical 
requirements 
-  Insufficient time 
-  Unavailability of procedures 
-  Too many students for the same 
learning experiences 
-  Lack of orientation  
-  Complicated case book, needs to 
be simplified 
-  Patients rights to choose a 
service provider 
-  Observations too frequent 
4.6.2.1.3  Participants’ attitudes and 
feelings towards 
performing midwifery 
procedures 
-  Scared and reluctant to perform 
-  Discomfort and lack of interest 
-  Internal procedures are 
embarrassing 
-  Frustrated with lack of 
requirements 
-  Fear of being sued 
-  Lonely and lost 
- Males prefer to work in Psychiatry 
-  Negative comments about males 
4.6.2.2 Accompaniment 
and support of 
male students 
in midwifery 
environment 
4.6.2.2.1  Clinical accompaniment 
and evaluation by lecturers 
 
 
- Lack of monitoring of progress 
-  Lecturers expect students to 
know procedures 
-  Lecturer’s unreasonable 
expectations 
-  Lengthy night duty allocation 
without  accompaniment 
-  Some lecturers accompany 
students during the night 
4.6.2.2.2  Support from midwives   -  Lack of support by sisters 
- Clinical midwives lack of interest 
-  Support from peers 
-  Not accepting the teaching 
responsibility 
-  No male role model 
-  Midwives are impatient 
-  Males required to be meek in 
order to   be supported 
-  Reluctant to sign procedures 
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Theme Category  Meaning unit 
4.6.2.3 Attitudes of 
midwives and 
patients 
towards males 
in midwifery 
4.6.2.3.1  Attitudes of midwives  
towards males in midwifery 
 
 
 
 
- Midwives degrade males in 
midwifery 
-  Midwives arrogant towards males 
-  Midwives prefer female student 
nurses  
4.6.2.3.2 Attitudes of patients 
towards males in midwifery 
- Patients refuse to be attended by 
males 
-  Patients lack confidence in male  
students   
-  Some female patients prefer 
male nurses and doctors 
 
4.6.2.4 Cultural, racial 
and religious 
aspects 
4.6.2.4.1 Xhosa and Somali culture  -  Xhosa males’ involvement in 
female aspects 
-  Xhosa men don’t prefer males to 
touch their wives’ private parts 
-   Internal procedures associated 
with  sexual activity 
-  Xhosa Sisters don’t prefer male 
students 
-  Older Xhosa women prefer male 
students than younger women  
-  Xhosa males do not belong in 
midwifery 
-  Men not to examine Somali 
women 
4.6.2.4.2 Racial aspects -  White midwives are negative 
towards Black or African students 
-  Xhosa midwives are negative to 
Coloured students 
4.6.2.4.3 Muslim religion -  A male not to touch a Muslim 
women ‘s private parts 
 
4.6.2.1 Theme 1: Performance of midwifery clinical procedures 
 
According to R425 (SANC 1985), all students male or female, who are registered to 
follow a course leading to a qualification as a registered midwife, are expected to 
complete the prescribed clinical procedures.    
 
4.6.2.1.1 Benefits and motivation to study midwifery  
 
• Knowledge and skills gained 
 
The ultimate aim of the programme was to be trained to become a professional nurse 
and midwife. Finkelman and Kenner (2010:57) maintain that knowledge is crucial in 
order to provide safe and effective care. The participants indicated that they derived the 
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benefit of professional development through gaining midwifery knowledge and skills. 
According to one participant: 
 
In spite of the challenge, it developed me in a good way because I didn’t 
know about midwifery so I feel now I can do anything. 
 
• Personal satisfaction 
 
All the participants expressed great personal satisfaction with regard to being able to 
assist with bringing life into this world, as indicated by the following response:  
Just to know ... that I am bringing someone into life ... no matter how 
stressful and no matter how scared I was ... made me feel like a million 
dollars.  
 
In New Zealand, Cox and Smythe (2011:18) found that even though midwives had left 
maternity care, they had no regrets because they found their experiences and 
relationships with women, particularly during labour and childbirth, to be incredibly 
special to them. The participants in this study might, in fact, not practise in the midwifery 
field after serving the twelve-month SANC community service period, but the majority of 
them were of the opinion that the childbirth part of their training was an extraordinarily 
special and rewarding experience. 
 
• Deeper understanding of women’s experiences during delivery 
 
In addition to professional development, the student is expected to mature and grow on 
a personal level over the four-year training period.  Most of the participants confirmed 
that they benefitted on a personal level because the midwifery clinical training gave 
them a deeper understanding of what women went through when pregnant. According 
to one participant: 
 
Yes, it developed me personally ... in my personal life. I later realised what 
a woman has to go through when she is pregnant. 
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• No choice offered for males, SANC requirement 
 
Students who apply to be trained in midwifery usually do so of their own free will. Searle 
(2007:91) indicates that for a person to be accountable there must be freedom of 
choice. Moreover, if responsibilities interfere with one’s personal concept of freedom, 
one has the freedom to leave nursing [and midwifery] (Searle 2007:92). All the 
participants stated that their right to choose was overlooked completely. According to 
one participant:  
There was no choice, it was a SANC requirement. To be honest, there 
must be a choice because it is difficult for a man. It was not an easy ride, 
but as I am saying ... I keep saying ... that you have no choice. 
 
Another participant further substantiated that there was no choice when the participants 
applied for the course because in addition to General Nursing, Community Nursing and 
Psychiatry, Midwifery is very much part of the SANC accredited course: 
 
You had to do it to get the qualification otherwise you exit without it. If I 
had a choice when I applied, I would not have chosen it. 
 
4.6.2.1.2 Challenges in meeting midwifery clinical requirements 
 
• Insufficient time 
 
The SANC stipulates that students have to complete the clinical requirements within a 
definite time frame. All the participants had to sacrifice a lot of their time off in order to 
meet the requirements. According to one participant: 
 
No, I took longer and I don’t know what would have happened if I had not 
worked overtime ... You don’t know what we males go through. 
 
Mongwe (2009:59) states that the understanding of SANC’s requirements in terms of 
expected hours of clinical learning is important because it provides a clear guideline to 
student nurses (and midwives) as well as those involved in clinical facilitation.  The 
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SANC prescribed number of clinical hours for student midwives is 800 hours spread 
over two academic years (SANC R425 of 1985).  
 
• Unavailability of procedures 
 
In order to successfully complete midwifery clinical training, the participants had to meet 
all the SANC requirements. All the participants affirmed that it was an extremely 
challenging exercise as the prescribed procedures were not always available. For 
example: 
 
Clinically, you have to fight day and night to meet the requirements of the 
clinical register ... the register is difficult to fill because the procedures are 
not always available. 
 
• Too many students for the same learning experiences 
 
Another variable that can delay fulfilling the prescribed requirements is the number of 
students versus the number of learning experiences. Many of the participants indicated 
that meeting the requirements proved to be difficult and frustrating because of too many 
students and too few learning experiences: 
 
You look at the number of students who have to do so many things ... you 
find there are third- or fourth-year students and Bridging Course students, 
and you find you are six in maternity ... all of you are looking for the 
procedures. 
 
In Ireland, Keogh and O’Lynn (2007:256) revealed that clinical programmes to prepare 
males for registration had not provided a suitable environment to attract, prepare and 
retain men for the nursing [and midwifery] profession. The environment described in the 
response above also does not favour attraction, preparation and retention of male 
students in midwifery. 
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• Lack of orientation 
 
It is the duty of the midwifery lecturer to adequately orientate the midwifery student to 
how the midwifery register or case book should be filled in. A few participants stated 
that they were not orientated to filling in the register or case book as evidenced by the 
following participant response: 
 
No ... I think we got zero orientation. I don’t remember being shown how to 
fill in that register. 
 
In Tanzania, Ayo (2006:105) found that only 85.7% of midwifery tutors identified 
midwifery register notebooks as a strategy to prepare student midwives for clinical 
practice.  
  
The midwifery lecturer should also ensure that the midwifery student is adequately 
orientated to the clinical environment in order to facilitate the fulfilment of clinical 
requirements. Orientation to the clinical environment should commence right from the 
start of the student’s midwifery clinical placement. However, according to a few 
participants, orientation at the beginning of the midwifery clinical placement by the 
lecturer did not take place. According to one participant: 
 
I feel that orientation and accompaniment is crucial, but my experience 
with the lecturers was not good ... in the beginning especially it is crucial. 
 
Ayo’s (2006:105) study in Tanzania revealed that midwifery lecturers were rated lowest 
compared to all other clinical facilitators with regard to orientation of students in the 
clinical setting. The experiences of some of participants of the present study appear to 
indicate that the midwifery lecturers also did not orientate students to the clinical 
environment.  
 
• Complicated case book needs to be simplified 
 
Health care practitioners and educators involved in midwifery training should, as far as 
possible, devise the midwifery practical register and case book in a student-friendly 
 
66 
manner. Some of the participants felt that this was not the case as the following 
response demonstrates: 
 
The register is too complicated. It must be simplified because when I 
compared mine with the university students, theirs was so simple whereas 
we don’t have enough time to complete it. 
 
• Patients’ right to choose a service provider 
 
The clinical education and training of midwives in South Africa is regulated by the SANC 
(R425 1985), including the number of clinical hours to be spent in the clinical field. The 
student therefore has a limited amount of time in which to meet the requirements. At the 
same time, several variables come into play when a student is allocated to the clinical 
field. For example, one such variable is that a patient has the right to choose a service 
provider of their choice. The participants reported that many patients showed a 
preference for a female midwifery service provider by refusing treatment that was 
offered by males. One participant said 
 
Yes, because I had to wait for a patient who at least accepted me and had 
to work overtime in order to complete the requirements. (Shakes his 
head.) I know I must uphold patients’ rights, especially if it is an invasive 
procedure ... so the patient can refuse ... but I also have rights. 
 
In contrast to the above,  in their study on a career for men in midwifery, Pilkenton and 
Schorn (2008:32) found a male  midwife who declared that he was rejected by females 
only once or twice in ten years of practice.   
 
• Observations too frequent 
 
With regard to integrity in patient record keeping, Searle (2007:261) states that nursing 
interventions and observations of a patient’s condition must be recorded accurately. 
However, two participants were concerned that observations of women in labour are 
done too frequently and felt that because of this, registered midwives were dishonest 
when recording the observations. The following participant response affirms this as 
follows: 
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I think having to observe a woman in labour for two continuous hours is 
too strict. Sometimes I can’t go off duty because of this. The midwives 
don’t do it ... they have a way of balancing the observations ... I think it’s 
fraudulent. 
 
In the analysis of labour records at Baragwanath Hospital, the Medical Research 
Council’s Maternal and Infant Health Care Strategies Research Unit (2005:16) revealed 
that 24% of women who were admitted in the labour ward were not observed at all; of 
those that were monitored, 40% of records indicated that the labour graph had been 
filled in; 34% indicated that half hourly monitoring of the foetal heart rate was done; 47% 
indicated that half-hourly monitoring of the strength and duration of contractions was 
done, and only 21% indicated that the maternal half-hourly blood pressure and pulse 
was done.  
 
4.6.2.1.3 Participants’ attitudes and feelings towards performing midwifery procedures  
 
• Scared and reluctant to perform 
 
The student in midwifery clinical training is expected to display a degree of confidence 
when performing midwifery procedures. However this is not always easily achieved, 
especially at the commencement of the performance of midwifery skills. Most of the 
participants indicated that they were reluctant and scared to perform midwifery 
procedures. As one participant stated: 
 
I was reluctant and scared. I even got bad dreams about the baby coming 
out ... I could not imagine that a baby could come out of such a small 
vagina. 
 
In their study, Tzeng, Chen, Tu and Tsai (2009:5) found that male nursing students 
working in midwifery settings are part of a minority group and this enhances their fears 
in the practice area. The participants’ fear and reluctance correlates with Tzeng et al’s 
findings. 
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• Discomfort and lack of interest 
 
In order to perform midwifery clinical procedures, the student or midwife has to be 
comfortable with the role of having to perform the procedures. In this study, most of the 
participants voiced discomfort when having to perform midwifery procedures as 
indicated by the following response: 
 
Yes, you are a male and you don’t feel comfortable asking a female about 
menstruation and stuff like that. Also, for me to sit in a chair in front of a woman’s 
private parts to suture the perineum, I know for a fact the female is not 
comfortable for a male to do this to her private parts ... but I had to. 
 
In Australia, Inoue et al (2006:564) found that providing intimate care to female patients 
by male nurses was challenging and invoked negative feelings on the part of the male 
nurses when they had to invade the personal space of female clients. The discomfort of 
providing intimate care to females also invoked negative feelings on the part of the 
participants in this study. 
 
Most of the participants were not interested in performing midwifery procedures. 
According to one participant:  
I was not keen many times ... and did not go to work on many occasions. 
 
Spentzaris, Reyes and Sullivan (2002:26) state that nursing and midwifery as a career 
for men is fine if it is what the person wants to do. With regard to this study, the 
researcher attributes the participants’ disinterest in midwifery to the fact that most of 
them were not interested in being trained in midwifery. This fact was established 
through prolonged interaction with the participants. 
 
• Internal procedures are embarrassing 
 
Embarrassment with regard to performing midwifery procedures is usually avoided 
when one is comfortable with what the situation requires. The following participant 
response confirms that most of the participants felt embarrassed when having to 
perform intimate clinical procedures: 
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It was so embarrassing when the women asked “Why are you poking in 
me? What are you doing? Are you enjoying it?”  (Laughs) It’s disgusting to 
them and the whole delivery thing is a strain too... that’s why if I had a 
choice I would not have done midwifery. 
 
The embarrassment experienced by the participants in this study correlates with Inoue 
et al’s (2006:562) finding that the provision of intimate care to female patients by males 
proved to be anxiety ridden and embarrassing.  
 
• Frustrated with lack of requirements 
 
It is imperative that students in midwifery training be exposed to SANC-stipulated 
learning experiences and taught how to perform the required procedures. One 
participant was extremely concerned that an SANC prescribed procedure was no longer 
practised in the clinical field. The participant expressed concern over the lack of 
opportunity to perform a SANC prescribed procedure: 
 
I found having to do pelvic assessment as a requirement frustrating 
because the doctors say it is not done in hospitals anymore so they just 
explained it ... he just explains and you give feedback ...  I wondered why I 
had to do it ... but it was a requirement. 
 
• Fear of being sued 
 
One participant stated that he had a right to practise, but feared that he would be 
accused of inappropriate sexual touch and be taken to court because of this:  
 
I was also scared that I would be taken to court for touching the woman in 
such a way because I am not a doctor. 
 
Keogh and O’Lynn (2007:256) revealed that male participants felt that they did not 
receive sufficient guidance with regard to intimate touching of females and that they 
were fearful of being accused of sexually inappropriate behaviour. The implication 
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therefore is that they feared litigation. In this study, the participant’s response also 
appeared to indicate fear of litigation.  
 
• Lonely and lost 
 
The student midwife should at all times feel that there is someone to guide and support 
him or her in the clinical field. Wigens (2006:32) emphasises that the student’s learning 
needs should be catered for within a well-managed and inspiring clinical learning 
situation.  Several of the participants stated that instead of feeling inspired in the clinical 
environment, they felt lonely and lost. According to one participant: 
 
But you go there alone ...  you stand alone. I would say 80% of the time 
you are alone. 
 
• Males prefer to work in psychiatry 
 
Generally speaking, when a male applies to follow a course in midwifery, it is usually an 
option that he considered personally. However all the participants indicated that they 
were not afforded the option of not doing midwifery, and stated that they would have 
preferred to follow a course in Psychiatry instead. According to one participant: 
 
I believe 90% of males would go for Psychiatry. It’s just that, I don’t know 
about the other races ... but with us Xhosas, we will say it’s a female thing 
... end of story. It would be a last option, it belongs to females. Out of 20 
maybe there will be one. 
 
Not many male nurses practise in the discipline of midwifery after training. In Canada, 
Evans (2002:6) found that male participants accepted positions that required less 
intimate patient touching, such as in Psychiatry, in order to escape high stress medical 
or surgical nursing or hostile nurses and physicians. In Turkey, Ozdemir, Akansel and 
Tunk (2008:156) also found that male nurses preferred to work in Psychiatry. 
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• Negative comments about males 
 
Midwifery lecturers should embrace gender equality as enshrined in the Constitution of 
South Africa (South Africa 1996). This is particularly topical in contemporary society 
since more males are entering the nursing and midwifery professions. Some of the 
participants, however, indicated that some lecturers were not friendly towards male 
student midwives and instead, made unkind remarks to them. One of the participants 
stated: 
 
You see, I was picked on by a lecturer just because I am a male. I felt as if 
I was a nobody and should not be there because she kept on making 
negative comments about me. 
 
The above concurs with Meadus and Twomey’s (2011:275) finding that a student male 
nurse felt that he was picked on because he was a male and therefore more visible. 
 
4.6.2.2 Theme 2: Accompaniment and support of male students in midwifery 
environment 
 
For the clinical training of midwifery students to be successful, it is vital that the student 
be accompanied and supported in the midwifery environment. Phiri (2011:13) states 
that supervised practical [or clinical] training forms an integral part of the course of 
study. The participants’ experiences of how they were accompanied and supported in 
the clinical midwifery environment are discussed below. 
 
4.6.2.2.1 Clinical accompaniment and evaluation by lecturers 
 
• Lack of monitoring of progress 
 
The lecturer accompaniment role entails ongoing commitment to monitoring the 
students’ progress in the clinical field in order to assist them to become competent 
practitioners. However, several of the participants felt that the lecturers were not 
interested in their progress. According to one participant: 
 
The lecturers did not monitor our progress ...  they were not committed. 
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Phiri (2011:16) refers to student assessment as frequent interactive assessments of 
student understanding and progress in order to identify learning needs. The participants’ 
response indicated that their clinical progress was not monitored by lecturers therefore 
the learning needs were not identified. 
 
• Lecturers expect students to know procedures 
 
Demonstrating specific SANC required midwifery clinical procedures is an essential part 
of a lecturer’s role. Demonstration is then followed by continued reinforcement. The 
lecturer therefore should be knowledgeable and up to date in the correct manner of 
performing midwifery clinical procedures and should therefore not rely on the clinical 
midwife. Many of the participants felt that some lecturers left it up to the clinical 
midwives: 
 
The lecturers expected the midwives that work in the hospital to show us. I 
don’t think it’s the midwives duty to show us alone. 
 
The lecturer should not only demonstrate the skill to the students but also liaise with 
clinical mentors and supervisors regarding what and how skills were demonstrated. The 
educator should coordinate with clinical mentors to demonstrate and evaluate the 
students (Phiri 2011:21). The participants’ responses seemed to indicate that the 
lecturers did not coordinate with clinical supervisors regarding demonstration of skills 
but, instead, assumed that the midwives had done so and therefore expected the 
participants to know how to perform the procedures.  
 
• Lecturer’s unreasonable expectations  
 
With regard to skills evaluation, the lecturer should as far as possible, evaluate only one 
skill at a time so as not to put undue pressure on the student and to allow for adequate 
preparation by the student. Some of the participants reported that on occasion, they 
were expected to be evaluated on more than one skill. According to one participant: 
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Then the lecturers want you to do more than one skill ...  then you have to 
run around. They put you under pressure because they want to do it 
because they say they will not have another chance. 
 
Mellish, Brink and Paton (2001:72) state that an effective educator motivates students 
and communicates clearly what is expected of them. The participants’ responses clearly 
indicated that the students did not always know what was expected of them with regard 
to evaluation of skills.  
 
Moreover, in regard to skills evaluation by the lecturer, the student must have received 
guidance and support from the lecturer on previous occasions in the clinical field. Once 
the lecturer is satisfied with a student’s competence level, the student must be given 
notice of a date on which the skill will be evaluated by the lecturer. Most of the 
participants felt that they did not receive sufficient guidance before their skill 
competencies were assessed.  One participant stated: 
 
The lecturers came mostly to evaluate the skills. Sometimes we were not 
even prepared enough to be evaluated. 
 
According to Phiri (2011:22), the student should show evidence that learning has taken 
place by revealing academic and clinical progress in meeting expected behaviours. It is 
therefore imperative that the student receives adequate guidance in order to achieve for 
clinical progress.  Based on their responses, the participants did not receive enough 
guidance to be able to demonstrate clinical progress before their competencies were 
evaluated. 
 
• Lengthy night duty allocation without accompaniment 
 
As a rule, the lecturer is expected to accompany students in the clinical field 
during times that coincide with their normal duty hours, namely between 07:30 
and 16:00. The participants, however, indicated that they were placed on night 
duty for quite a long period and this occurred mostly at the beginning of the 
midwifery clinical training period. During this time, no lecturer accompaniment 
took place, as stated by a participant: 
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On night duty, I never saw a tutor (lecturer) on night duty. Yes, I worked night 
duty from the middle of third year, and most of the third year and you are 
expected to do the procedure. 
 
With regard to scheduling of learning experiences by lecturers, Ayo (2006:103) found 
that midwifery lecturers held on-going talks regarding the best way to schedule learning 
experiences. In the present study, however, the participants’ lengthy placement on night 
duty did not allow for lecturer support with learning experiences during this time and 
therefore it was not the best way to schedule learning experiences. 
 
• Accompaniment of students during the night 
 
Although the participants’ experience of accompaniment by lecturers on night duty was 
largely poor, a few participants felt that some lecturers tried their best with regard to 
their accompaniment, even on night duty. One of the participants pointed out: 
 
Some tutors (lecturers) did sacrifice and came even when we were on 
night duty and questioned us and explained to us. 
 
4.6.2.2.2 Support from midwives  
 
• Lack of support by ward sisters 
 
In order for the student in midwifery clinical training to develop into a professional 
midwife, it is imperative that the student be supported and mentored by the clinical 
midwife. The clinical midwife is a constant presence in the clinical field and the student 
is reliant on the guidance and support of the ever present clinical midwife. All the 
participants, however, stated that midwives were not keen to provide support: 
 
Some of the midwives are not even keen to accompany you and they can 
be difficult. 
 
Heidenthal (2003:135) states that the student develops with regard to career direction 
by gleaning the mentor’s wisdom. In this study, the participants could not rely on the 
midwives for support in order to develop adequately. 
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• Clinical midwives’ lack of interest  
 
Displaying an interest in the student’s training is very much part of the clinical midwife’s 
duty. A high level of interest in student training usually contributes significantly to 
student success. In this study, some of the participants stated: 
 
Sometimes short staffed, yes ... but most times the clinical midwives are 
lazy with no interest in students. 
 
• Support from peers 
 
It is normal for students in any area of practice to rely at times on their peers for 
support. In the midwifery clinical context, however, relying on peer support is not 
enough. Student midwives must have the support of clinical midwives in order to 
become competent midwife practitioners. A few of the participants reported that there 
was so little support that they had to rely on their peers for support. One participant 
stated: 
 
But you get support from your peers. They console you, they help you. 
 
Du Plessis (2004:67) emphasises that a supportive relationship between equals 
coupled with the expertise of clinical staff helps to prevent problems in busy, stressful 
practice settings. In this study, the participants indicated that at times reliance on peers 
was the only alternative in the clinical field. 
 
• Midwives’ non-acceptance of teaching responsibility 
 
The teaching role of the clinical midwife entails unfailing commitment to teaching 
midwifery students to perform midwifery skills. However, most of the participants 
reported that the midwives were reluctant to teach them. According to one of the 
participants: 
 
The midwives will say it’s not my job to teach you ... it’s the tutor’s job. 
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This result concurs with Phiri’s (2011:42) finding that midwifery students felt that 
practical guidance received from ward midwives was not positive. 
 
• No male role model 
 
In the clinical field, the student in midwifery is supervised by registered midwives. The 
registered midwives become role models to the students. Two of the participants 
pointed out that they did not belong in midwifery as there are no notable male role 
models in the midwifery field. One of the participants stated: 
 
No, we don’t belong. It’s easy to see why ...  there are no role models. But 
for me, no ... I’ve done it, I’ve passed it. Good ... but not again. 
 
According to Billings and Halstead (2005:338), preceptors and accompaniers are 
experienced practitioners who teach, instruct, supervise and serve as role models for 
students for a set period in formalised education. 
 
• Midwives are impatient 
 
The clinical environment should be student friendly in order for the student to gain 
confidence and to promote a sense of security. Several of the participants, however, felt 
that clinical midwives were impatient and not student friendly: 
 
Like I said, the Sisters were impatient and were just going through the 
motions. They would just give you a little support and then you are left on 
your own. A lot of them are not student friendly because they believe that it 
is not their duty to be there to support you. 
 
• Males to be meek in order to be supported  
 
Although dependent on the guidance and support of the clinical midwife, the student 
midwife should be treated with respect and not be undermined. All the participants 
maintained that they were not treated with dignity and, instead, had to really humble 
themselves in order to get support from the midwife. One participant emphasised:  
 
 
77 
That’s right, I had to be humble ... because I was desperate to get the 
procedures done so that they could sign my register, and you would only 
make it difficult for yourself in the end. 
 
Brannon (in Mac an Ghaill 1996:101) stresses that men should display strength, 
confidence and independence. This, then, indicates that the participants were forced by 
circumstances to be humble, which was against their nature. 
 
• Reluctance to sign procedures 
 
The clinical midwife is responsible for verification that a midwifery student has 
competently performed a procedure. She then acknowledges this by signing in the 
student’s practical register. According to some of the participants, however, that was not 
the case in some instances: 
 
Leaving the student alone to deliver the baby. Yes. But then the midwives 
won’t sign for the monitoring of the patient. 
 
4.6.2.3 Theme 3:  Attitudes of midwives and patients towards males in midwifery 
 
A positive attitude towards midwifery students contributes immeasurably to the students’ 
learning outcomes.  
 
4.6.2.3.1 Attitudes of midwives towards males in midwifery 
 
• Midwives degrade male students  
 
The attitude of the clinical midwife plays a significant role in helping the student to 
progress and develop into a well-rounded competent practitioner. However, most of the 
participants were of the opinion that some midwives displayed bad attitudes towards 
them and felt that this was because of non-acceptance of their gender in the midwifery 
field. According to one of the participants: 
 
The female midwives are not supportive of you as a male. I think they 
frown on you as a male. They even made comments like ‘if it was your 
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wife, how would you feel if another male touched your wife’ and I felt 
disadvantaged as a male because I could tell that the Sisters did not trust 
my skills. 
 
Tzeng and Chen (2008:62) state that although the participation of men in nursing and 
midwifery is becoming more acceptable, there is increasing evidence to indicate that 
male nursing students face more gender-based role stress when caring for female 
patients than their female peers. In this study, clinical midwife gender bias towards 
males providing midwifery care was evident from the participants’ responses.  
 
• Midwives arrogant towards males 
 
The student in midwifery should be treated with respect and as someone of self-worth 
by persons responsible for their training. However many participants felt that they were 
treated with disrespect by arrogant clinical midwives and this put them off midwifery. 
One of the participants stated: 
 
Some were even arrogant and made me feel stupid. It’s just the way some 
of them spoke to me, as if I was nothing. I felt so degraded ... and the 
experience with that Sister in the labour wards was horrible. Yes, she 
contributed to putting me off midwifery. 
  
Lofmark and Wikblad (2001:45) revealed that negative attitudes displayed by clinical 
supervisors were increasing, including making condescending remarks; being irritated 
and not interested and not giving feedback.  This study also found arrogance and 
condescending remarks on the part of the clinical midwives. 
 
• Midwives prefer female student nurses 
 
It is essential that clinical midwives observe gender parity by treating both male and 
female student midwives equally in terms of the Constitution of South Africa (South 
Africa, 1996). The participants generally felt that their gender was undermined by the 
clinical midwives’ attitude of preferring female students. According to one participant: 
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The Sisters sent me up and down and undermined me as compared to the 
females. The Sisters appear to think that males don’t belong in midwifery 
and will look at you as if you are invading their space as female. 
 
With regard to gender, the experience of the participants in this study suggests that the 
clinical midwives had a preference for female midwifery students. Evans (2002:9) 
contends that the answer to lessening the suspicion that surrounds the caring practice 
lies in challenging the prevailing gender stereotypes.  
 
4.6.2.3.2 Attitudes of patients towards males in midwifery 
 
• Patients refuse to be attended by males 
 
The student in midwifery clinical training should feel free and accepted to practise 
without rejection. This, however, was not the case for all the participants. The following 
example is one of many that demonstrate clearly that the participants were rejected by 
female patients: 
 
Many times the woman’s facial expression tells me or the woman tells me 
straight to my face, “I don’t want a male to touch me; you are not my 
husband to touch me.” Or some women scream at you and tell you to get 
away from them. 
 
The participants of a study conducted by Evans (2002:446) stated that despite it being 
acceptable for female nurses to touch men and women, it was less acceptable for male 
nurses to do the same. In their gender preference study in Jordan, Ahmad and Alasad 
(2007:241) revealed that gender preference amongst female clients is stronger than 
male clients. The participants of this study therefore also experienced refusal by female 
patients in favour of a female midwifery care provider. 
 
• Patients lack confidence in male students 
 
Patients in need of midwifery care usually have to show acceptance and trust in the 
person that provides the care. However, many participants felt that their ability was 
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undermined because females did not show confidence in male practitioners. One 
participant described it as follows: 
 
I felt nervous because the woman did not show confidence in me. I can 
say I was not confident and I thought, Is this the right career? And I felt we 
should not be here. My objective is to help, but I felt confused, worthless, 
not trusted and incompetent. 
 
In Turkey, Ozdemir et al (2008:154) found that it is hard for the male nurse to be in a 
role that was traditionally perceived to be one for a female. The participants’ responses 
also indicate that it was hard for them to provide care to female clients.  
 
• Some female patients prefer male nurses and doctors 
 
At the same time, a few of the participants reported the contrary with regard to female 
patients’ confidence in them. One of the participants reported: 
 
 I witnessed a lot of bad attitudes of trained female midwives towards 
patients, and it is my opinion that some females preferred us males to 
reassure them because we are not so harsh in our approach. So this 
made me feel good. Sometimes they appreciate a male being there more 
... just to hold their hand. 
 
Ahmad and Alasad’s (2007:239) study revealed that only 3.4% of female patients 
preferred a male nurse. Although the percentage is minor, the study elicited that some 
female patients did, in fact, prefer a male nurse. This, then, supports the participant’s 
experience quoted above. 
 
The male gynaecologist generally, but not exclusively, practises without much 
resistance from female clients. A few of the participants, however, indicated that 
sometimes female patients did not accept them as readily as they did the male 
gynaecologists. For example:  
 
But the male doctor does not go through what we male nurses go through. 
The doctor just does his thing and there he goes. 
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In Iraq, Lafta (2006:128) reported that the main reason for female preference for a male 
gynaecologist was that they had more trust in their level of clinical experience.   
 
4.6.2.4 Theme 4:  Cultural, racial and religious aspects 
 
People highly value the tenets of culture, race and religion. Van Rooyen and Jordan 
(2009:79) emphasise that in the clinical environment, it is very important to be aware of 
and sensitive to the ways in which certain cultures and ethnicities view the practice of 
midwifery care. Equally, the same applies to religion. Accordingly, the researcher 
explored the participants’ experiences with regard to culture, race and religion. 
 
4.6.2.4.1 Xhosa and Somali culture 
 
• Xhosa males’ involvement in female aspects 
 
The participants included White, Coloured and Black Xhosa. Of the three, midwifery as 
a practice is generally accepted by White and Coloured males and females. However, 
all the Xhosa participants experienced a lack of consideration for their culture. One of 
the participants stated: 
 
The sudden exposure to pregnancy and labour ... culturally, to me was not 
comfortable because when I go to circumcision school we don’t talk to 
females about menstruation and delivery and all those things that belong 
to a female. As a male, you’ve got nothing to do with those things. Now 
with midwifery, it exposes you to something that is opposite to how you 
grew up, but in a way, you have no choice. 
 
The Xhosa participants, then, seemed to feel strongly that Xhosa males should not be 
involved in female things such as pregnancy and labour.  
 
• Xhosa men do not prefer males to touch their wives’ private parts 
 
The culture of relatives, patients and nurses who practise in midwifery care sometimes 
causes them to frown upon the provision of midwifery care by male participants. Most of 
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participants experienced resistance from Xhosa husbands who felt that their culture was 
not being observed or respected. According to one of the participants:  
 
I was confronted by the husband of a Xhosa woman ... because she told 
him I touched her. He said, “Why did you touch my wife’s private parts?” 
 
With regard to being palpated by a male nurse, Mxoli (2007:66) reported that a pregnant 
Xhosa participant stated, “We as Xhosa women are not used to undress in front of a 
male.” This finding supports the attitude of Xhosa men not wanting males to touch their 
women. 
 
• Internal procedures associated with sexual activity 
 
The sooner individuals adjust to a situation, the sooner they are able to meet the 
demands of the particular situation.  However, the following participant response infers 
that adjustment to the exposure to female genitals was difficult since it usually only 
happened in sexual activity: 
 
You see, based on my culture, as a Black Xhosa man, it is difficult to adjust. 
When you see a naked woman, it is just to have sex. You see, so I am out of the 
picture. Definitely, males should not be there. 
 
• Xhosa Sisters don’t prefer male students 
 
The clinical midwife should respect the culture of patients in her care as well as the 
culture of students that she mentors or supervises. With reference to observance of 
culture, the Xhosa participants indicated that Xhosa midwives were not comfortable with 
the fact that there were Xhosa males in midwifery training. This situation was 
aggravated because the Xhosa participants felt that they had to put their culture aside 
for the sake of the course. According to one participant:  
 
Yes, I mean, a Xhosa Sister would be reluctant to take you because she is 
aware of your cultural norms and values. I was saying to one of the Sisters 
that I wish I’d trained in those years when you got a choice to do this 
Midwifery or to do Psychiatry. To me, that is not men’s role.  That is where 
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the culture comes in. I had to put my culture aside, so I’m just thinking 
now:  what if you are not prepared to do that? 
 
Kinanee and Ezekiel-Hart (2009:39) in a study regarding maternal health, highlights the 
need for male involvement in African settings. Based on the statement above it is clear 
that female midwives of the African Xhosa culture do not welcome the involvement of 
Xhosa males in the provision of maternal health care. 
 
• Older Xhosa women prefer male students than younger women 
 
Compared to the above-mentioned rejection of male attendants by female patients, two 
participants expressed that some older Xhosa women were actually quite receptive to 
male attendants compared to younger black women. One of the participants stated: 
 
The young African girls were not comfortable with me but some of the 
older Black Xhosa magogos [grannies] actually said to me, “Come, boetie” 
(title given to a Xhosa adult man). 
 
In Iraq, Lafta (2006:129) found that although all age groups showed a strong preference 
for female practitioners, such preference decreased gradually with clients’ increasing 
age and suggested that this could be because of their experiences in life. With regard to 
this study, based on the participant response cited above, older Xhosa women were 
also more amenable to the attentions of male student midwife practitioners.  
 
• Xhosa males do not belong in midwifery 
 
Chapter 2 of the Constitution of South Africa Act, 108 of 1996 makes provision for 
gender equality.  This means that both males and females should be embraced on 
equal terms in the nursing and midwifery profession in order to entrench a sense of 
belonging. All the participants stressed that males do not belong in midwifery and some 
were of the opinion that it was a special type of male who would choose to practise 
midwifery. According to one Xhosa participant:  
 
Us males, we need to respect what is happening in that delivery room 
because it belongs to the females; that is why there are more female 
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sisters compared to males in maternity. I won’t continue with midwifery 
because you have to be confident to work there. It’s a different kind of 
male that can work there because if you don’t like midwifery ... midwifery 
won’t like you. If you don’t like it, it will affect your performance and your 
outcome. 
 
The above response suggests that Xhosa males should not be involved in the practice 
of midwifery. Mason (2003:8) states that males have struggled for recognition and 
legitimacy in nursing and further state that many institutions will not let men work in 
midwifery departments.  It should be said, however, that in the South African context, 
this should not happen since in accordance with the Constitution of South Africa (1996), 
gender equality has to be upheld. Based on the above response, however, the Xhosa 
culture of South Africa supports the position of institutions that will not allow men to 
work in midwifery departments. 
 
• Somali women not to be examined by men  
 
The notion of men not wanting male nurses to touch their wives intimately is not 
exclusive to Xhosa culture. Somali culture and men are also averse to male midwives 
touching their wives in an intimate manner. According to one participant: 
 
I was short of one delivery but was not given the chance because the 
Muslim woman screamed at me telling me a female had to deliver the 
baby and that I can’t touch her private parts.  Also, Somali men do not 
want you to examine their wives. They say it’s against their culture, but I 
don’t understand because they don’t say it to the male doctors and ... 
Somali and Muslim husbands force to come to the labour ward because 
they don’t like us to work with their females ...  I don’t know if it’s their 
culture ... I was always nervous with them and had to explain and I could 
see that they did not trust me or want me there. 
 
In an assignment on Somali culture conducted for the Ohio Government, Alomari (2010) 
affirmed that it is important to know that Somali culture is gender sensitive and it is 
highly recommended that only female physicians treat female patients especially when 
a medical examination requires exposing a woman’s body. Based on the participants’ 
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experiences, Xhosa and Somali culture prescribe that it is taboo for a male student 
nurse to touch females in an intimate way. 
 
4.6.2.4.2 Racial aspects 
 
• White midwives are negative towards black or African students 
 
Non-racist treatment of all South Africans is mandated in the Constitution of South 
Africa (South Africa 1996). This however was not the experience of one participant as is 
clearly stated below. 
 
First of all, the White midwives had a negative attitude towards me as a 
black Xhosa man.  Racism is still there ... I believe in never judge a book 
by its cover. 
 
• Xhosa midwives are negative towards Coloured students 
 
The language medium of the nursing college where the participants were registered as 
well as the clinical institution to which they were allocated is English. Two participants 
voiced deep concern, however, that they were not able to learn because of a racist 
attitude with regard to the use of language. For example: 
 
Yes, especially with my practica ... but even if they spoke Xhosa, they had 
to write it down ... so that is how I learnt. But they said that they were 
forced to learn Afrikaans ... a lot of the time the Sisters would speak 
Xhosa. Sometimes they would speak Xhosa forgetting there is this one 
Coloured student. 
 
4.6.2.4.3 Muslim religion 
 
• A male not to touch a Muslim woman’s private parts 
 
Like culture, people regard religion as sacred and, as such, expect their religious beliefs 
to be respected at all times. All the participants voiced that they experienced challenges 
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when dealing with patients and relatives of the Muslim faith. According to one 
participant: 
 
Also the Muslim ladies ... It is so shattering sometimes because they either 
refuse you or the husband tells you don’t touch my wife. You have to 
speak to them and they will then talk to the wife or partner. 
 
Lafta (2006:128) found that religion was one of the main reasons for female practitioner 
preference by Iraqi women in need of midwifery care. In this study, religion also played 
a role in Muslim women and men preferring a female midwife practitioner 
 
4.7 OVERVIEW OF RESEARCH FINDINGS   
 
The study revealed that, with regard to their experiences in midwifery clinical training, 
the participants found the experience to be rewarding in terms of personal and 
professional development. In addition, being able to deliver a baby was described as a 
most gratifying experience. For the most part, however, the participants found midwifery 
clinical training to be a daunting, anxiety provoking and confidence shattering 
experience. Prolonged frustrations with regard to fulfilling the compulsory SANC 
practical requirements, having to provide intimate care at times to highly uncooperative 
female clients, and having to cope with ethnic, cultural and religious demands and 
constraints were cited as the main sources of their anxiety and dissatisfaction. 
Concerns over accompaniment and attitudes of lecturers and clinical midwives who 
supervised the participants were also highlighted. In addition, serious concerns with 
regard to legal implications, stripping them of the right to choose and to observe their 
culture was a major issue that, in the participants’ opinion, were completely overlooked.  
 
Although all the participants felt that males do not belong in midwifery, a few 
nevertheless contradicted themselves by stating that there is a place for males in 
midwifery and that, in spite of cultural and other challenges, they would work in 
midwifery, but as a last resort. Two of the participants felt that observations of women in 
labour are done too frequently and were concerned about dishonest record keeping by 
registered midwives during the monitoring of women in labour. 
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It was of concern to find that, according to one participant, performing a pelvic 
assessment, which is still an SANC requirement, is no longer practised by midwives in 
the wards. 
 
4.8 CONCLUSION 
 
The purpose of the study was to explore and describe the participants’ experiences 
during midwifery clinical training. The data analysis and interpretation indicated that this 
had been achieved. This, in turn, enabled the researcher to make recommendations to 
better assist male student nurses in midwifery clinical training.  
 
Chapter 5 concludes the study, briefly describes the findings and limitations of the 
study, and makes recommendations for practice and further research. 
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CHAPTER 5 
 
Findings, conclusions and recommendations  
 
 
5.1 INTRODUCTION 
 
Chapter 4 discussed the data analysis and interpretation. This chapter summarises the 
research findings and conclusions, describes the limitations of the study, and makes 
recommendations for midwifery practice and for further research.  
 
5.2 PURPOSE AND OBJECTIVES OF THE STUDY 
 
The purpose of the study was to explore and describe the experiences of male 
community service officers during midwifery clinical training. 
 
The objectives of the study were to: 
 
• Explore and describe the experiences of male community service officers during 
midwifery clinical training. 
• Determine challenges experienced by the participants during the midwifery 
clinical training. 
• Formulate recommendations to nurse educators, clinical midwives and midwifery 
clinical supervisors to better support male nurses in midwifery clinical training. 
 
In order to achieve the objectives, the study wished to answer the following questions: 
 
• What were the experiences of male community service officers during midwifery 
clinical training? 
• What challenges were faced by male community service officers during midwifery 
training? 
• What recommendations can be made to support male nurses in midwifery clinical 
training? 
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The researcher’s discernment that most male nurses were not comfortable with having 
to undergo midwifery clinical training prompted the questions. In addition, the 
researcher was aware that when the participants registered for the four-year training 
course they were not given a choice about undergoing midwifery training. 
 
5.3 RESEARCH DESIGN AND METHODOLOGY 
 
The researcher chose a qualitative, explorative, descriptive and contextual design for 
the study. Data was collected by means of semi-structured interviews, using an 
interview guide, and the interviews were tape-recorded. The study was conducted with 
eleven (11) White, Coloured, and Black (Xhosa) male nurses. The researcher upheld 
the ethical principles relating to institutional and participant protection as well as 
researcher integrity. 
 
5.4 SUMMARY OF FINDINGS  
 
Data analysis revealed four main themes, ten categories and forty-seven meaning units 
(see chapter 4, table 4.2). The findings are summarised according to the themes (see 
figures 5.1 to 5.4).  
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5.4.1 Theme 1: Performance of midwifery clinical procedures 
 
 
Figure 5.1 Findings on performance of midwifery clinical procedures  
 
  
Theme1: Performance of midwifery clinical procedures
Benefits and motivation to 
study midwifery
Participants benefitted 
professionally and personally
Participants experienced 
delivery of an infant as the 
most gratifying experience of 
their training
Not being given a choice to 
train in midwifery robbed 
participants of their freedom  of 
choice entitlement and 
resulted in the participants 
being poorly motivated
Challenges in meeting 
clinical requirements
Insufficient time
Had to sacrifice a lot of off duty 
time
Patients refused care by 
males, delaying meeting of the 
requirements
Procedures were not always 
available
There were too few patients 
and too many students
SANC procedure was not 
practised (pelvic assessment)
Participants  were not oriented 
to casebook or clinical 
environment and casebook 
design was too complicated
Participants felt that 
observations were done too 
frequently on women in labour
Midwives dishonest about 
observations and refused to 
sign for procedures done
meet meeeeee
Attitudes & feelings of male 
students towards 
performing midwifery 
procedures
Participants  felt reluctant, 
scared, disinterested 
uncomfortable and 
embarassed
Participants found it difficult to 
adjust and felt lonely and lost
One participant feared being 
sued for inappropriate touch
Participants were subjecte to 
gender bias from lecturers 
clinical midwives and patients 
and would prefer to work in 
Psychiatry
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5.4.2 Theme 2: Accompaniment and support of male students in midwifery 
environment 
 
 
 
 
 
Figure 5.2 Findings on accompaniment and support of male students in 
midwifery environment 
 
  
Theme2:  Accompaniment and support of  male 
students in clinical environment
Clinical accompaniment and evaluation by lecturers
Lecturer accompaniment was poor, especially in the 
beginning of the participants' clinical placement
Participants worked long spells on night duty with no lecturer 
accompaniment, although some lecturers did accompany  at 
night
Lecturers did not monitor participants' progress and expected 
them to know how to perform procedures  and to be 
evaluated on more than one procedure at a time.
Support from midwives
Midwife support was ineffective, participants often only had their 
peers to rely on and there were no male role models to identify with.
Midwives shirked their teaching duty, were impatient and   
disinterested in the patrticipants' clinical training
Participants had to be meek, abiding and subservient to get  
midwife support whether they liked it or not.
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5.4.3 Theme 3:  Attitudes of midwives and patients towards males in midwifery 
 
 
 
 
 
Figure 5.3 Findings on attitudes of midwives and patients towards males in 
midwifery 
 
  
Theme3:  Attitudes of midwives and patients 
towards males in midwifery
Attitudes of midwives towards males in midwifery
Midwives were arrogant to and degrading of males in 
midwifery
Midwives showed preference for female students
Attitudes of patients towards males in midwifery
Patients refused procedures to be performed on them by  
males
Patients had no confidence in male competency with regard 
to performing procedures on them
 
93 
5.4.4 Theme 4:  Cultural, racial and religious aspects  
 
 
 
 
 
Figure 5.4 Findings on cultural, racial and religious aspects 
 
 
 
5.5 CONCLUSIONS 
 
Based on the findings, the researcher reached the following conclusions: 
 
• Fulfilment 
 
The findings on benefits of studying midwifery reflect that the participants developed 
professionally and personally. Being able to deliver an infant was experienced as the 
most worthwhile and treasured benefit of studying midwifery. 
 
  
Theme 4: Cultural, racial and religious aspects 
Xhosa and Somali culture
Xhosa participants disapproved of 
males  touching females 
intimately
Xhosa participants felt that their 
culture was overlooked
Xhosa and Somali husbands  
disapproved of males touching 
their wives
One participant felt to see naked 
women means to engage in sex
Xhosa midwives disapproved of 
Xhosa males in midwifery
Older Xhosa women were more 
amenable to male touch
Racial aspects
One  participant suffered 
racial negativity from a White 
midwife
Xhosa midwives were 
racially negative to two 
Coloured participants when 
communicating
Muslim Religion
Participants experienced 
opposition to care being 
provided by them from  
Muslim patients and their 
spouses
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• Commitment 
 
The participants were reluctant and therefore not committed to undergoing midwifery 
training because they were not given a choice to study midwifery. In the participants’ 
view, both lecturers and clinical midwives were not fully committed to their midwifery 
clinical training. 
 
• Gender partiality 
 
The participants were subjected to gender stereotyping and ridicule by lecturers, clinical 
midwives and patients during their midwifery clinical training.  
 
• Cultural tension 
 
The participants experienced resistance to their care because of patient cultural 
constraints. 
 
The Xhosa participants felt a serious role conflict because their culture disapproves of 
men being involved in midwifery care. 
 
5.6 SIGNIFICANCE OF THE STUDY 
 
The study was significant because it: 
 
• Enriched the body of knowledge on male nurses’ midwifery clinical training 
experiences. 
• Supplemented literature and knowledge on the clinical training of midwives in 
general. 
• Augmented midwifery research and possibly filled gaps in midwifery literature by 
shedding light on role conflicts relating to Xhosa and Somali cultural constraints 
and barriers of students, midwives and patients. By so doing, the study 
reinforced the urgent need for trans-cultural aspects to be a mandatory part of 
midwifery training. 
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5.7 LIMITATIONS OF THE STUDY 
 
The following limitations were identified:  
 
• The researcher, who was also the interviewer, is female and the participants 
were male, which could have meant that the participants may have responded in 
a manner that was viewed acceptable to a female.  
• The researcher was personally involved in the evaluation of the participants’ 
midwifery clinical training at examination times, and this may have led to 
researcher bias. In addition, direct involvement with the participants could also 
have made the participants respond in a manner that they thought would be 
acceptable so as not to offend the researcher.  
• The study was limited to a particular training institution in the Eastern Cape of the 
Republic of South Africa and a small sample. The findings therefore, cannot be 
generalised to all male nurses at all nursing colleges in South Africa.  
 
5.8 RECOMMENDATIONS  
 
Phiri (2011:13) emphasises that practical training, which includes the performance of 
procedures, is designed to increase student midwives’ confidence and improve their 
basic skills in the clinical field of midwifery. The study found that the participants 
encountered many challenges in midwifery clinical training. Based on the findings, the 
researcher makes the following recommendations for nurse educators, clinical 
midwives, midwifery clinical supervisors, the SANC, and further research.  
 
5.8.1 Nurse educators 
 
The researcher recommends that nurse educators should: 
 
• Host career exhibitions that enhance the role of men in midwifery. In this regard, 
male nurses should be the dominant presenters. 
• Convincingly lobby the SANC to increase the amount of midwifery clinical time to 
allow student midwives reasonable time to complete the clinical training 
requirements. 
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• Determine the institutional patient capacity and availability of prescribed clinical 
procedures before allocating students to the clinical field. This would avoid 
student overcrowding and ensure that the availability of the required learning 
opportunities to students.  
• Design the midwifery casebook (register) in a simple manner and ensure that 
students are fully orientated on filling in the register.  
• Monitor students’ clinical progress on an ongoing basis and formulate a skills 
evaluation schedule. When satisfied with the students’ progress, the nurse 
educator should inform them of skill evaluation dates earlier to ensure that they 
are adequately prepared.  
• Make arrangements to ensure that students are assisted and progress in the 
performance of midwifery procedures is monitored when they are allocated on 
night duty. This would enable the students more readily to meet midwifery clinical 
requirements.  
• Ensure that guidelines on how to cope with providing care to the opposite sex are 
included in curriculum planning. 
• Ensure that male students are psychologically prepared to deal with negative 
feelings associated with fear, discomfort and embarrassment before they are 
introduced to the clinical environment. 
 
5.8.2 Clinical midwives  
 
A positive staff (midwife) attitude is an essential part of a therapeutic environment (Uys 
& Middleton 2004:255). The findings reflect that the participants faced many challenges 
when working with clinical midwives in the clinical environment. In this regard, the 
researcher recommends that clinical midwives: 
 
• Create an environment that is receptive to, and supportive of the clinical training 
of males. 
• Conduct regular debriefing sessions, in a departmental teaching programme, in 
which male students’ fears and discomfort associated with inappropriate touch 
are addressed. 
• Champion the formulation of formal regulations regarding the rights of male 
nurses in midwifery and submit proposals to the SANC in this regard. 
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• Recognise that gender barriers exist in patient care and, in order to avoid male 
midwives being rejected by female patients, accompany male students when 
they have to perform procedures on female patients.  
• Encourage male students to maintain high professional standards in order to gain 
the respect and trust of female patients. In the event that patients refuse care 
being provided by male students, encourage males to accept the patients’ 
decision.  
• Collaborate with nurse educators regarding clinical requirements for students 
who are in midwifery training. 
• Instil hopefulness in male students by displaying a positive and respectful attitude 
and refraining from verbal and non-verbal gender stereotypical behaviour. 
 
5.8.3 Midwifery clinical supervisors  
 
Most people view motivation of employees (and students) as one of the key 
responsibilities of leaders or clinical supervisors (Van Rensburg 2009:20). In the 
midwifery setting, in order for a supervisor to motivate midwives and students, the 
supervisor should also be aware of and sensitive to the culture of midwives, students 
and patients. Mxoli (2007:57) supports this by stating that midwives and clinical 
supervisors need to be aware of and sensitive to the cultural specifics of a particular 
group with whom they work. With regard to motivating midwifery students, the 
researcher recommends that midwifery clinical supervisors should: 
 
• Allow for flexible student on-duty time so that students can arrange off time when 
there is a scarcity of clinical procedures. The student should then contact the 
supervisor to enquire regarding availability of procedures and, if available, clinical 
midwives should allow student on-duty time based on the fact that the student 
has confirmed that the required procedures are available. The student must, 
however, complete the full complement of hours to be spent in clinical training. 
• Establish clinical training departments served by midwives responsible for 
student training as well as on-site counsellors to address midwifery student 
concerns. 
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• Make use of past and present student exit interviews to make midwives aware of 
and give notice to refrain from behaviours such as arrogance, gender bias, lack 
of support, and failure to teach students.  
• Hold ward climate meetings to address midwife and student concerns.  
• Explore patient, spouse, midwife and student feelings regarding midwifery care 
with the aim of providing culturally sensitive guidance and support to all the 
parties and should also make it a point that midwives and students are sensitised 
to Xhosa and Somali cultural backgrounds of patients, in order to ensure the 
provision of a culture sensitive care. 
• Encourage clinical midwives to accept students of all races and to treat all 
students equitably.  
• Foster respectful relations towards Muslim patients by midwives and students 
and urge them to accept barriers that exist in the provision of care to Muslim 
patients. 
 
5.8.4 The SANC 
 
The researcher recommends that the SANC should: 
 
• Consider providing courses in which students can choose midwifery courses by 
their own volition. 
• Review clinical requirements on an on-going basis in order to be on par with 
exactly what is happening in the midwifery clinical field and to establish whether 
clinical procedure requirements are still relevant. 
 
5.8.5 Further research  
 
Further research should be conducted on the following topics: 
 
• The experiences of male nurses during midwifery clinical training in other 
provinces and hospitals (where there are differences in culture, traditions and 
attitudes that might influence the research findings). 
• Challenges encountered by midwifery practitioners with regard to the frequency 
of observations done on women in labour. 
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• Perceptions and feelings of midwives and nurse educators on whether males 
should be included in midwifery training.  
• The perceptions of female patients on male midwives.  
 
5.9 CONCLUSION  
 
The study focused on the midwifery clinical training experiences of a group of male 
community service officers. Through the study the researcher gained a deeper insight 
into the respondents’ feelings and experiences. The findings stressed that a good 
Constitution, such as our country’s one, needs the good will, determination and faith of 
the people to implement it and build a great community of respect, integrity and co-
operation. It is the hope of the researcher that the findings and recommendations will 
contribute to doing so. 
 
 
‘Nothing great will ever be achieved without great men, and men are great 
only if they are determined to be so’. 
Charles De Gaulle 
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